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PREFACE. 


Felix  qui  potuit  rerum  cognoscere  causas. 

ACHARACTEEiSTic  of  British  medicine  from  tlie  sixteenth  century  to  the  present  day  lias  been  its  readiness 
to  test  all  tlieories  by  the  appeal  to  Nature.  This  disposition  was  in  accord  with  the  instinct  for 
practical  affairs  of  a  race  which  has  been  compelled  constantly  to  engage  in  war  and  has  endeavoured 
always  to  wage  war  humanely.  Three  centuries  ago  Harvey,  the  greatest  name  in  British  medicine,  in  liis 
oft-quoted  injunction  "  ever  to  search  out  and  study  the  secrets  of  Nature  by  way  of  experiment,"  struck  the 
note  which  has  been  dominant  ever  since.  The  purpose  of  the  following  pages  is  twofold.  It  is  intended  to 
give  a  brief  account  of  the  manner  in  which  the  spirit  that  has  inspired  British  medicine  since  the  days  of 
Harvey  has,  by  the  application  of  scientific  principles  to  practice  and  administration,  mitigated  the  hardships 
and  sufferings  of  those  engaged  in  this  war,  and  it  is  intended  also  to  point  out  how,  by  the  wise  utilization 
of  the  services  of  members  of  the  British  medical  profession,  as  practitioners  of  the  art  or  students  of  the 
sciences  on  which  it  depends,  problems  rendered  acute  by  war  or  newly  brought  to  light  by  it  have  been 
studied,  and  in  many  instances  partially  or  completely  solved  even  during  its  continuance. 

Harvey's  injunction  has  been  the  watchword  of  British  physiology  and  pathology.  The  principle  it 
embodied  was  handed  on  by  a  long  line  of  successors  through  Hales,  Priestley,  Young,  and  Hunter,  to  Lister, 
who,  guided  by  the  fundamental  observations  and  doctrines  of  Pasteur,  brought  about  by  experiment  and  trial 
a  revision  of  the  institutes  of  surgery.  The  story  in  its  main  aspect  is  told  by  Sir  Berkeley  Moynihan  in  the 
eloquent  essay,  remarkable  for  its  philosophic  grasp,  its  learning,  and  its  cordial  tributes  to  tiie  work  of  men  of 
other  nations,  which  forms  the  first  chapter  of  this  volume. 

At  about  the  time  when  Hunter  by  his  direct  appeal  to  Nature  was  giving  so  great  an  impetus  to 
the  study  of  pathology,  and  helping  to  found  tlio  science  of  comparative  anatomy,  there  arose  in  Great  Britain 
a  school  of  investigators  which  sought  out  the  causes  of  epidemic  diseases  by  observation  of  the  conditions  under 
which  they  spread  and  by  the  study  of  statistics  of  their  incidence.  Guided  by  these  investigations  methods  of 
prevention  were  devised  which,  when  tested  in  the  Navy,  the  Army,  and  among  the  civil  population,  were  not 
found  wanting.  The  problem  of  scurvy,  the  scourge  of  navies  and  commercial  shipping,  was  attacked  and  solved  ; 
the  problems  of  typhus  and  relapsing  fever  were  attacked,  and  the  relation  of  these  diseases  to  overcrowding, 
dirt,  and  famine  established.  Another  great  step  forward  was  made  when  it  was  shown  that  by  the  application 
of  administrative  measures  founded  on  inquiry  and  observation — by  ensuring  the  purity  of  water  supplies, 
by  the  canalization  of  sewage  and  the  removal  of  refuse — the  incidence  of  typhoid  fever  might  be  enormously 
diminished.  The  new  science  of  bacteriology,  due  at  its  inception  mainly  to  the  prescience  of  Pasteur, 
put  a  new  weapon  into  the  hands  of  civil  and  military  medical  administrators,  and  in  its  effective  use 
this  country  has  not  been  backward.  Pasteur,  when  giving  to  the  world  his  doctrine  of  artificial  immunity 
through  the  inoculation  of  attenuated  virus,  paid  a  generous  tribute  to  the  achievement  of  Edward  Jenner 
in  devising  vaccination  against  small-pox — a  means  of  preventing  that  disease  so  effective  that  the  horror 
it  inspired  a  century  ago  is  now  completely  forgotten.  It  is  in  accordance  with  historical  fitness  that 
antityphoid  vaccination,  which  has  proved  so  eflicient  a  prophylactic  in  this  war,  should  have  been  conceived 
and  perfected  by  another  British  physician.  Sir  Almroth  Wright.  The  system,  severely  tested  before  the  war 
in  the  British  Army  in  India,  and,  with  some  independent  differences  in  method,  in  the  French  Colonial  Army, 
has  been  applied  on  a  large  scale  to  the  armies  of  both  nations  with  remarkable  success  since  the  war  began, 
and  even  by  the  enemy  to  theirs. 

The  extension  of  British  commerce  and  the  acquisition  of  territory  in  tropical  and  subtropical 
countries  early  compelled  attention  to  the  epidemic  diseases  of  hot  climates.  The  chief  of  these  was 
malaria,  which,  though  not  peculiar  to  hot  countries,  attained  in  modern  t^mes  its  greatest  extension  and 
severity  in  them.  It  was  the  main  cause  that  so  many  of  the  richest  tracts  on  the  earth's  surface  were 
uninhabitable  by  the  white  races,  and  were  only  governed  by  them  at  a  heavy  cost  in  life.  Even  after 
it  was  proved  that  extensive  drainage  schemes  iiiiglit  diminish  their  incidence,  malarial  diseases  continued 
the  despair  of  administrators.  Here  again  the  clue  was  afforded  by  a  French  observer  when  Laveran,  in 
Algiers,  showed  that  malaria  was  associated  witli  tiie  presence  of  a  parasite  in  the  blood  ;  later  it  was 
ascertained  that  the  paroxysms  of  the  disease  coincided  with  a  certain  stage  in  the  life-cycle  of  the 
parasite,  and  that  different  types  of  the  disease  were  attended  by  diff'erent  varieties  of  the  malarial 
haematozoon.  Striking  as  these  observations  were,  they  did  not  afford  effective  means  of  prevention  until 
the  brilliant  hypothesis  of  Manson,  founded  on  the  observations  on  filaria  made  by  him  when  practising  in 
China,  that  the  mosquito  was  the  intermediate  host  of  the  haematozoon,  was  verified  by  Ronald  Ross,  then 
an  officer  of  the  Indian  Medical  Service.  The  identification  of  the  species  of  mosquito  that  acted  as  host,  and 
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the  study  of  its  life-cycle  and  habitat  quickly  made  plain  the  main  lines  prophylactic  measures  should  take. 
Among  the  first  applications  of  the  new  knowledge  were  tliose  made  in  tlie  Suez  Canal  zone  under  the  direction 
of  Ross,  at  the  request  of  Prince  d'Arenberg,  and  on  a  still  larger  scale  during  tiie  construction  of  the  Panama 
Canal,  where  the  results  were  even  more  striking. 

The  impetus  given  to  the  study  of  medical  entomology  by  these  observations  and  their  practical  outcome 
in  the  case  of  malaria  was  very  great.  The  main  incidents  in  the  course  of  the  astonishingly  rapid  development 
of  this  new  field  of  medicine  are  sketched  in  Cliapter  XI  by  Sir  Patrick  Manson  himself.  The  wliole  story  is 
comprised  within  iiis  lifetime,  and  to  the  progress  made  he  has  largely  contributed  not  only  by  his  own 
untiring  studies,  but  by  the  inspiration  he  has  given  to  his  pupils  to  search  out  these  secrets  of  Nature  by  way 
of  experiment  and  observation. 

.'\t  the  outbreak  of  the  war  the  Medical  Services  of  the  British  Navy  and  Army  each  consisted  of  a 
corps  of  commissioned  officers  with,  under  their  command,  non-commissioned  officers  and  men  trained, 
after  enlistment,  in  their  special  duties.  The  officers  were  recruited  from  among  young  men  who  had 
completed  their  education  in  the  universities  and  civilian  medical  schools  and  entered  the  service  by 
comjjetitive  examination.  The  Indian  Medical  Service,  recruited  in  the  same  way  and  containing  officers 
of  British  or  Indian  birth,  is  organized  on  a  military  basis,  but  the  majority  of  its  members  in  peace 
are  employed  in  civilian  posts.  Along  with  subordinate  medical  services,  military  and  civil,  recruited 
entirely  in  India,  it  formed  the  medical  war  reserve  tor  India. 

The  ofiicers  of  the  Naval,  Army,  and  Indian  Medical  Services  underwent,  during  a  period  of  probation, 
courses  of  instruction  in  special  subjects,  including  tropical  diseases,  at  the  Royal  Naval  or  the  Royal  Army 
Medical  College,  and  were  trained  in  administration  at  military  hospitals  and  in  camps. of  instruction.  Thus 
these  services  consisted  of  medical  officers,  experts  in  their  special  duties,  but  numerically  insufficient  for  the 
great  expansion  in  the  armed  forces  necessitated  by  a  war  on  a  scale  larger  than  had  ever  been  officially  con- 
templated. In  the  case  of  the  army  this  numerical  insufficiency  quickly  became  very  great.  The  Navy  and 
Army  Medical  Services  l)oth  had  small  reserves  of  officers  who  were  immediately  called  up.  The  Territorial 
Force,  raised  for  liome  defence  by  voluntary  enlistment  during  peace,  had  its  own  medical  officers^ 
civilian  practitioners  who  liad  voluntarily  accepted  the  oliligation  to  undergo  annual  training  and  to  serve 
with  the  Force  when  mobilized.  In  igoy  Sir  Alfred  Koogh,  G.C.B.,  then  Director-Cieneral  of  Army  Medical 
Services,  propounded  a  scheme  for  the  organization  of  the  Territorial  Medical  Service.  Thanks  to  his  great 
powers  of  organization  and  the  confidence  felt  in  his  character  and  attainments  l)y  the  medical  profession 
Ills  scheme  obtained  the  cordial  co-operation  of  all  the  leading  practitioners  throughout  the  country. 
It  provided  regimental  medical  officers  and  divisional  staff's  and  the  personnel  and  equipment  for 
twenty-two  General  Military  Hospitals  in  various  centres  officered  for  the  most  part  by  the  members  of  the 
staffs  of  the  large  local  civilian  hospitals.  The  Territorial  Medical  Service  was  mobilized  with  the  rest  of  the 
Territorial  Force  in  the  early  days  of  August,  1914,  but  it  was  realized  from  the  first  that  the  war  would  be 
long — Lord  Kitchener  gave  a  minimum  of  three  years — and  on  an  unparalleled  scale  of  magnitude.  Large  new 
armies  were  raised  i)y  voluntary  recruitment,  and  civilian  medical  men  vohmteered  so  freely  that  it  was  not 
imtil  the  spring  of  1916  that  any  form  of  compulsion  was  necessary  to  obtain  an  adequate  supply  of  medical 
officers  for  the  new  armies. 

The  nucleus  of  the  medical  service  for  the  largo  British  armies  now  afoot  was  formed  by  tlie  small 
specialized  corps  which  existed  on  a  peace  establishment,  but  eleven-twelfths  of  the  officers  of  the  Royal 
Army  Medical  Corps  and  of  the  Canadian,  Australian,  New  Zealand,  and  South  African  Medical  Corps,  now- 
serving  with  the  armies  in  France,  Salonica,  Egypt  and  Palestine,  Mesopotamia,  India,  and  Africa,  were 
civilian  practitioners  at  the  outbreak  of  war.  The  present  organization  of  the  corps,  and  the  work  it  is 
doing,  is  described  in  Chapter  XIV.  Happily  the  services  of  Sir  Alfred  Keogh  were  again  available  to  direct 
the  necessary  expansion.  The  record  discloses  an  admirable  foresiglit  in  the  creation  of  a  body  which 
could  be  so  expanded  and  yet  remain  co-ordinate  in  its  parts. 

At  an  early  stage  a  plan  was  formed  to  appoint  distinguished  members  of  the  staffs  of  civilian  hospitals 
to  be  consulting  piiysicians  and  surgeons  with  the  army  in  France.  It  was  put  into  force,  as  soon  as  the 
armies  camo  to  fixed  positions  after  the  battle  "of  the  Marne,  under  the  direction  of  Sir  Arthur  Sloggett, 
Director-Gonoi'al  Army  Medical  Services,  who  iuxd  removed  his  head  quarters  to  Franco,  while 
Sir  Alfred  Keogh  took  his  place  in  London.  As  the  British  forces  in  France  increased  until  a 
number  of  armies  were  in  tlie  field,  consulting  surgeons  and  physicians  were  appointed  to  each,  and  for 
areas  in  which  base  liospitals  were  establislied.  The  plan  was  extended  to  armies  agting  in  other  parts  of 
the  world,  and  also  to  the  area  of  oacii  militai'v  connnand  in  the  United  Kingdom.  Tlieso  consultants  go  to 
the  military  hospitals  for  purposes  of  considtation  with  the  medical  and  surgical  staffs,  and  those  with  the 
armies  in  the  field  visit  the  field  amljulances,  tlie  casualty  clearing  stations,  and  the  other  medical  units  in 
the  advanced  oi'  "  collecting  "  zone  (Chapter  XIV).  The  nature  of  the  services  rendered  by  them,  and  their 
value,  may  poriiaps  be  surmised  from  this  brief  statement.  Passing  frequently  from  one  medical  unit  to 
another  they  carry  the  experience  from  one  to  the  otlior  so  that  a  i)road  view  can  bo  gained  of  tendencies  to 
disease  and  in  troatment :  tliey  are  able  to  advise  the  chief  administrative  medical  officers  as  to  means  that 
should  bo  taken  to  prevent  disease  or  anticipate  infection,  and  to  afford  opportunities  for  efficient  treatment  at 


the  earliest  possible  moment.  Experiences  are  collected  and  compared,  meetings  of  the  medical  officers  of  an 
army  are  held  for  discussion,  and  the  consultants  of  all  the  armies  meet  together  until  finally  opinion  on  some 
problem  or  set  of  problems  can  be  crystallized  into  a  memorandum  of  advice  which  is  issued  for  information 
and  guidance  to  all  the  medical  officers  of  all  the  armies. 

The  Eoyal  Naval  Medical  Service  was  at  the  beginning  of  the  war  more  nearly  at  war  strength  than  the 
army,  but  the  increase  of  ships  and  personnel  of  the  British  Navy  has  made  it  necessary  to  enlarge  the 
medical  service  of  the  navy,  not  only  by  calling  up  the  reserve  but  by  enlisting  the  services  of  many  temporary 
officers  and  by  the  appointment  of  civilian  physicians  and  surgeons  of  eminence  to  act  as  consultants.  The 
Naval  Medical  Service,  like  that  of  the  army,  has  relied  on  laboratory  investigations  to  help  to  the  solution 
of  problems,  some  of  which  were  similar  to  those  with  which  the  army  was  confronted,  but  it  has  also  had 
its  own  special  problems  in  research  and  administration,  and  these  are  described  by  a  number  of  naval 
medical  officers  on  the  active  list  in  Chapter  V,  entitled  "  Medicine  and  the  Sea  Affair." 

The  Medical  Service  of  the  British  Army  went  into  this  war  with  the  advantage  of  accumulated 
experiences  of  epidemic  disease  derived  in  part  from  military  and  in  part  from  civil  life.  The  most  recent 
military  experience  on  a  large  scale  was  tiiat  of  the  war  in  South  Africa  (1899-1902).  In  that  war,  owing 
mainly  to  the  climatic  conditions,  to  the  scanty  population,  to  the  pastoral  character  of  most  of  the  farming, 
and  to  the  consequent  absence  of  intensive  cultivation  of  the  soil,  the  surgery  was  relatively  simple,  whereas 
prevention  of  epidemic  disease  proved  to  be  a  task  with  which,  under  the  special  conditions  of  that  war,  the 
Army  Medical  Service,  having  the  organization  and  personnel  it  then  possessed,  was  unable  effectively  to 
cope.  As  in  so  many  previous  wars  the  army  was  scourged  by  typhoid  fever,  which  caused  large  epidemics, 
undoubtedly  due  to  polluted  drinking  water,  and  smaller  outbreaks  of  which  the  cause  could  not  certainly 
be  ascertained,  and  which,  therefore,  could  not  have  been  prevented.  Probably  with  our  present  better 
knowledge,  gained  in  the  main  in  laboratories  at  home  and  in  India,  of  the  etiology  of  the  disease  and 
its  congeners,  and  of  the  menace  to  any  military  force  created  by  hale  carriers  of  the  infecting  microbe,  much 
more  might  have  been  done.  As  it  was,  commanding  officers  had  to  see  their  plans  for  the  future  upset  by 
epidemics  on  a  large  scale,  such  as  that  of  typhoid  fever  at  Bloemfontein,  which  presented  all  the  features  of  an 
outbreak  due  to  polluted  water. 

In  this  war  the  surprise  in  store  for  the  medical  service  in  France  was  the  frequency  and  severity  of 
wound  infections.  A  difficulty  besetting  bedside  medicine  and  surgery  is  to  eliminate  the  imcertainties  due 
on  the  one  hand  to  variations  in  tiie  constitutional  vigour  of  the  patient  and  his  power  of  resisting  disease, 
and  on  the  other  to  the  varying  skill  and  experience  of  the  physician  or  surgeon.  As  all  the  men  in  the 
British  armies  were  in  the  prime  of  life  it  was  thought  that  the  first  cause  of  uncertainty  miglit 
be  eliminated.  Consequently  when,  in  the  winter  of  1914,  there  began  to  be  seen  both  in  France 
and  among  the  men  sent  home  many  cases  of  wound  infection  of  a  kind  and  severity  unknown 
to  surgeons  trained  in  the  Listerian  era,  there  was  a  disposition  to  blame  either  the  military 
administration  for  delay  in  collecting  the  wounded,  or  the  surgeons  near  the  front  for  inefficient 
methods  of  treatment.  Whatever  the  cause,  these  disabilities  have  disappeared.  They  were  due  in 
reality  to  the  first  shock  of  the  war  falling  upon  a  peaceable  people,  but  the  position  in  the  beginning  was 
not  at  all  clear.  Both  the  causes  suggested  probably  had  their  effect,  but  a  broader  inspection  of  the  facts 
showed  that  another  influence  was  at  work  more  potent  than  either  of  the  other  two.  A  problem  cannot 
be  solved  until  it  has  been  fully  stated,  and  only  when  this  stage  had  been  reached  could  this  problem  be  fully 
stated.  It  was  then  seen  that  the  attempt  to  solve  it  must  include  administrative  measures,  novel  clinical 
action,  and  bacteriological  investigation.  Investigation  showed  that  the  severe  wound  infections  were  due 
to  anaerobic  organisms  derived  from  the  heavy  manuring  of  tiie  soil  which  is  an  essential  part  of  intensive 
cultivation.  The  articles  in  Chapter-  VI  by  the  consulting  surgeons,  the  clinical  surgeons,  and  the 
bacteriologists,  describe  how  they  worked  together  in  tackling  the  terrible  problem  of  gas  gangrene.  Others 
are  afforded  in  Chapter  VII,  in  which  Surgeon-General  Sir  George  Makins  gives  an  account  of  the 
developments  of  British  surgery  in  the  hospitals  on  the  lines  of  communication  in  France. 

■  Other  examples  of  co-operative  inquiry  at  the  bedside  and  in  tlie  laboratory  leading  to  inipro\ed 
administrative  action  for  prevention  of  disease  and  infection  and  tiieir  l)etter  treatment  are  afforded  in 
Chapters  X  and  XII,  in  which  Sir  John  Rose  Bradford  discusses  gunshot  injuries  of  the  chest,  and  Sir 
Bertrand  Dawson  that  strangest  malady  of  all — infective  jaundice. 

In  Chapter  II  Professor  Andrewes  sketches  the  m^ans  taken  to  organize  research  into  the  cause,  mode  of 
dissemination,  and  treatment  of  the  dysenteries,  of  billiarziasis,  and  of  cerebro-spinal  fever;  and  into  the  mode 
of  dissemination  of  the  various  types  of  the  enteric  group  of  diseases,  and  tlie  use  of  mixed  vaccines  for  their 
prevention.  He  gives  a  summary  of  the  long  series  of  researclies  into  the  bacterial  causes  of  wound  infections, 
and  of  the  principles  of  the  various  methods  devised  to  counteract  tliem.  In  Cliapter  IV  Dr.  H.  D.  Dakin 
discusses  the  relation  of  biochemistry  to  war  problems,  dealing  particularly  with  the  chemistry  of  disinfection 
and  the  value  of  chlorine  disinfectants,  in  the  investigation  of  which  he  has  taken  a  large  part.  Since  the 
chapter  was  written  he  has  proceeded  further,  and,  working  with  Major  E.  K.  Dunham,  of  the  United  States 
Army  Medical  Service,  has  introduced  certain  chloramines  which  possess  high  disinfecting  powers,  while  their 
unirritating  character  renders  them  specially  suitable  for  the  treatment  of  wounds. 


VI 

Many  problems  had  been  foreseen,  and  had  been  successfully  studied  by  the  pathologists  of  the  Army 
Medical  Service,  but  a  succession  of  others  were  rapidly  presented,  some  of  them  new,  others  old  but  under 
new  aspects.  For  all  it  was  of  tlie  utmost  importance  quickly  to  find  solutions.  It  would  have  been 
interesting,  had  space  permitted,  to  have  given  a  full  account  of  the  organization  of  the  intensive  combined 
researches  instituted.  Only  incidental  references  to  this  will  be  found  in  the  following  pages,  and  it  must 
suffice  here  to  say  that  it  consisted  of  mobile  laboratories  not  far  behind  the  front — mobile  in  the  sense  that 
the  whole  equipment  could  be  carried  in  a  motor  van,  although  usually  the  director  transferred  his  apparatus 
to  an  improvised  laboratory  in  a  permanent  ))iiilding — of  clinical  laboratories  attached  to  hospitals,  and  of 
research  lalwratories  at  tiie  bases  abroad  and  at  liome.  The  problems  came  thick  and  fast  from  the  hospitals, 
and  admiralile  as  has  been  the  work  done  in  the  field  laboratories,  it  was  necessarily  of  a  pioneering  kind, 
the  main  attack  requiring  larger  forces  and  equipment  than  they  possessed.  The  laboratories  and  staffs  of 
the  Army  Medical  Service  at  home  are  fully  occupied  in  routine  work  and  in  the  study  of  certain  special 
problems  of  wliich  the  prevention  and  treatment  of  tetanus,  and  precautions  against  the  effects  of  poisonous 
drift  and  shell  gases,  only  need  be  mentioned. 

It  was  fortunate  that  there  had  then  recently  come  into  existence  a  body  with  considerable  financial 
resources  designed  to  organize  and  direct  collective  researcli  on  a  large  scale.  By  a  short  clause  in  the 
Insurance  Act  of  191 1  Parliament  undertook  to  provide  annually  a  sum  of  between  fifty  and  sixty  thousand 
pounds  for  the  advancement  of  medical  knowledge,  and  in  1913  a  committee  of  experts  was  appointed  to  draw 
up  and  administer  schemes  of  research.  In  this  committee — the  Medical  Eesearch  Committee — the  country  had 
a  disinterested  body  of  experts  charged  with  the  duty  of  expending  public  funds  on  medical  investigations, 
possessing  a  staff  of  laboratory  workers  already  organized,  and  commanding  the  services  of  a  secretary 
who  had  previously  won  high  reputation  as  an  independent  investigator,  and  who,  in  this  emergency, 
has  shown  eminent  capacity  in  directing  inquiries  into  the  large  and  complicated  problems  that 
have  arisen. 

Tills  Committee  was  able  at  the  beginning  of  the  war  to  turn  aside  from  the  scliemes  it  had  formulated 
and  at  once  to  institute  comprehensive  researches  into  the  new  problems  affecting  the  military  forces  into 
which  so  largo  a  portion  of  the  manhood  of  the  nation  had  been  recruited.  It  is  perhaps  not  too  much  to  say 
that  by  the  initiation  of  many  organized  inquiries  in  the  earliest  months  of  the  war  the  Committee  succeeded, 
directly  and  indirectly,  in  creating  an  atmosphere  in  whicii,  as  in  no  previous  campaign,  there  lias  grown  up  an 
emulation,  especially  well  marked  among  the  younger  workers,  to  improve  the  knowledge  by  which  military 
medical  work  must  be  guided.  The  natural  tendency  in  time  of  war  is  to  assume  that  research  must  stand  still 
while  existing  knowledge  is  applied  to  the  immediate  task  of  defeating  the  enemy.  Looking  back  now  upon 
three  years  of  war  in  which  the  whole  activities  of  the  nation  have  been  mobilized  we  can  see  how  effective 
from  a  purely  military  point  of  view  have  been  many  of  the  advances  in  knowledge  secured  under  war 
conditions.  It  is  such  advances  of  knowledge  that  stand  out  among  the  wastage  of  war  as  benefits  of 
permanent  value  for  the  future. 

Two  other  phases  of  the  work  of  the  Medical  Eesearch  Committee  are  likely  to  make  the  medical  history 
of  the  present  war  especially  noteworthy.  From  the  beginning  the  Committee  has  undertaken  for  tlie  Army 
Council  the  compilation  of  the  medical  and  surgical  statistics  of  the  war  from  the  books  of  all  hospital  units  at 
home  and  abroad,  and  in  supplement  to  this  has  arranged  for  the  classification  and  indexing  of  the  "medical 
case-sheets  "  of  all  sick  and  wounded.  Scientific  methods  only  recently  developed  have  been  applied  to  the 
collection  and  analysis  of  the  medical  statistics.  It  will  take  many  years  to  finish  tliis  work,  iiut  the  complete 
Card  Index  of  all  sickness  and  casualties  which  is  now  being  formed,  as  a  preliuiiiuiry  to  the  future  use  of 
modei'ii  methods  of  sorting  and  analysis,  will  remain  after  the  completion  of  military  medical  statistics  an 
invaluable  reference  index  for  the  checking  of  those  claims  upon  the  State  which  must  be  expected,  during  this 
and  the  next  generation,  in  respect  of  future  disability  alleged  to  be  the  secondary  result  of  war  service. 

A  special  cliaracteristic  of  tliis  war,  novel  in  the  experience  of  the  British  Army  Medical  Service,  is  that 
the  nearness  of  the  chief  fighting  area  and  modern  methods  of  rapid  transport  have  made  it  possible  quickly 
to  transfer  wounded  from  the  front  to  homo  hospitals  by  ambulance  trains  and  by  hospital  ships  on  tiie 
narrow  seas.  These  conditions  have  combined  to  bring  aljout,  speaking  generally,  the  concentration  in  France 
of  early  medical  and  surgical  treatment  and  of  later  treatment  in  hospitals  in  the  United  Kingdom.  An  official 
mechanism  was  needed  to  link  up  tliesc  two  stages  of  treatment.  Workers  in  France  urgently  needed  the 
knowledge  to  be  derived  from  tlio  prompt  collection  and  examination  of  the  later  results  of  the  methods  of 
treatment  they  were  following,  for  without  it  they  could  not  improve  them  in  liie  liglit  of  experience.  At  the 
same  lime  medical  officers  at  home  were  handicapped  by  lack  of  knowledge  of  previous  stages  of  treatment. 
The  Medical  Research  Committeo  has  boon  able,  witli  tiie  sanction  and  support  of  medical  liead  quarters,  to  do 
much  towards  iilhng  up  of  this  gap.  The  after-histories  of  cases  first  treated  in  Franco  are  collected  in  groups, 
accoi(hng  to  olticial  request,  by  means  of  a  post-card  and  schedule  system,  and  the  results  so  collected 
are  su[)pleinented  by  reports  made  from  time  to  time  upon  the  basis  of  the  classified  metlical  case-sheets 
in  charge  of  the  Committee.  By  these  collections  and  reports,  and  their  transmission  to  France,  precise 
knowledge  has  become  available  there  of  the  later  results  of  treatment  as  rellected  in  the  subsequent  hospital 
history  in  this  country  of  many  groups  of  cases,  as,  for  example,  wounds  of  the  abdomen  and  chest, 
amputations,  knee-joint  injuries,  and  nephritis. 
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Information  of  the  greatest  practical  value  for  the  guidance  of  treatment  has  also  heen  obtained  by  quite 
a  different  method,  namely,  the  segregation  in  this  country  of  particular  groups  of  cases  for  intensive  study. 
The  first  example  was  the  assignment  of  neurological  cases  to  specialists  and  the  establislimont  of  institutions 
organized  for  the  treatment  of  the  manifold  forms  of  functional  nervous  disorders  produced  by  tlie  shocks  and 
strain  of  war.  A  system  of  labels  provided,  with  official  sanction,  by  the  Committee  was  introduced  to  ensure 
that  such  cases  should  be  sent  to  the  special  institutions,  and  with  it  was  coupled  a  mechanism  for  tlie 
interchange  of  information  between  medical  officers  responsible  for  the  early  ti-eatment  abroad  and  for  the 
later  home  treatment.  Other  groups  of  cases  segregated  for  particular  inquiries,  at  the  instance  of  the 
Committee,  have  been  those  of  nephritis,  certain  gassed  cases,  cases  of  malaria,  antl  men  suffering  from 
disordered  action  of  the  heart.  In  Chapter  IX  Sir  Clifford  Allbutt,  Regius  Professor  of  Medicine  in  the 
University  of  Cambridge,  in  discussing  the  investigation  of  the  significance  of  disorders  and  diseases  of  the 
heart  in  soldiers,  founds  himself  on  tlie  report  made  by  Dr.  T.  Lewis  to  tlie  Medical  Research  Committee,  with 
regard  to  the  work  done  at  the  special  hospital  for  such  cases  established  at  Ilampstead.  In  this  hospital  scientific 
investigations  are  -being  pursued  which  not  only  have  at  once  led  to  important  cliangos  in  treatment  and  a 
great  reduction  in  the  average  duration  of  tlie  stay  in  hospital  of  these  cases,  but  will  be  of  permanent  value  to 
civil  medicine.  The  principle  of  specialization  for  particular  purposes  has  now  won  its  way.  Besides  its  value 
Ta'irtlowing  the  rapid  collection  of  information,  it  lias  been  found  in  suitable  cases  to  encourage  increased 
■energy  and  efficiency  in  treatment. 

It  has,  with  one  exception,  been  possible  to  make  only  incidental  references  to  the  elaborate 
organization  built  up  for  the  treatment  of  tlie  disabled  soldier  returned  to  the  Britisii  Isles  or  to  his  overseas 
home.  The  success  attained  has  not  been  equalled  or  even  approached  in  any  previous  war.  The 
Territorial  and  other  general  military  hospitals,  originally  planned  each  to  provide  beds  for  520 
patients,  have  been  greatly  extended,  auxiliary  military  hospitals,  and  convalescent  homes  have  been  set  up 
throughout  the  length  and  breadtii  of  the  countries,  and  many  camps  for  physical  reconstitution  and  training 
established.  Special  institutions  have  been  organized  for  tlie  training  of  men  who  have  lost  siglit  or  hearing 
as  the  result  of  wounds.  All  this  organization  has  been  brought  into  existence  in  order  tliat  the  disabled 
soldier  shall  be  helped  to  help  himself. 

The  great  importance  of  military  orthopaedic  surgery — the  surgery  of  disabilities  and  deformities  of  limbs 

resulting  from  war  wounds — justifies   tlie   inclusion  of  a   separate  chapter  on  this  subject.     In   it   Dr.  Colin 

Mackenzie,  an  Australian  surgeon  and  anatomist,  discusses  the  object  and  the  metliods  of  ortiiopaedics,  and 

shows  how  principles  evolved  by  the  lal)Ours  of  many  surgeons,  particularly  in  this  country  and  .America,  for 

the  rectification  of  congenital  or  acquired  deformities   in  children  have  bean  applied  for  the  benefit  of  the 

crippled  soldier.     In  the  second  part  of  this  chapter   he  describes  the  military  ortliopaedic   hospitals   and 

auxiliary  institutions  already  at  work.    Large  as  is  the  organization  he  depicts,  it  is  being  continually  extended, 

and  must  continue  to  grow  until  peace  is  restored.     One  of  the  difficulties  encountered  is  to  find  an  adequate 

number  of  surgeons  possessed  of  the  spocial  experience  and  skill   required.     It   is   a  gratifying   instance   of 

international   comity   that    when   in    tiiis  difficulty    Sir   Robert   Jones,    tiie    British    Inspector    of    Military 

Orthopaedics,  appaaled   to  the   orthopaedic   surgeons  of   the  United  States   to  come  over  and  help  us,  they 

organized  witliin  a  fortnight   a  l)ody  of  twenty-two  experts,  vrho  at  once  came   to  England,  and,  with   the 

sanction  of  the   United  States   Government,  placed  themselves  unreservedly  at  his  disposal  to  do  duty  in 

British  military  orthopaedic  hospitals.     Hospitals   have  been  set  up  also  in  England,  Wales,  and  Scotland 

where  men  who  have  lost  an  arm  or  a  leg   are  fitted  with  artificial  limbs  made  in  the  hospital  workshop. 

These  are  permanent  institutions,  and  to  them  the  men  will  be  able  to  return  at  any  time  during  their  lives, 

should  their  artificial  limbs  cease  to  fit  well  or  wear  out. 

British  medicine  by  an  appeal  to  results  is  justified  before  the  nation.  It  lias  yielded  an  army  free  from 
sickness.  To  the  wounded  it  has  brought  instant  and  sustained  relief.  The  guiding  principle  through  which 
it  has  achieved  this  end  in  military  surgery,  medicine,  and  hygiene  is  disclosed  in  these  pages.  The  principle 
is  not  new,  but  it  can  never  grow  old,  for  it  is  "  ever  to  search  out  and  study  the  secrets  of  Nature  by  way  of 
experiment." 
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THE    INSTITUTES    OF    SURGERY:    AN    HISTORICAL    REVIEW. 

BY 
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Men,  it  is  said,  are  apt  to  be  taken  at  tlieii-  own  valuation. 
What  is  true  of  a  man  may  be  ti'uo  of  a  nation.  It  is 
beyond  dispute  that  Germany,  as  a  result,  in  part,  of  the 
arrogant  repetition  of  her  claim  to  intellectual  superiority 
over  all  nations,  and  in  part,  of  a  tolerant  and  sometimes 
disdainful  silence  or  acquiescence  by  others,  has  been 
accepted  almost  universally  as  the  pivot  and  centre  of  the 
world's  thought.  My  own  realization  of  this,  in  regard  to 
surgical  matters,  was  dramatic  in  its  suddenness.  I  had 
been  a  student  in  Germany  years  ago,  had  lived  with 
German  students,  and  followed  closely  the  work  of  German 
.surgeons  in  several  clinics.  I  had  formed  my  own  conclu- 
sions as  to  the  value  of  the  German  contributions  to  sur- 
gical advancement,  and  nothing  that  has  happened  since 
the  war  began  has  altered  in  any  way  the  opinions  I  then 
held.  About  five  years  ago  one  of  the  most  distinguished 
of  the  Scandinavian  surgeons,  who  had  made  a  yearly 
pilgrimage  to  Germany  of  some  weeks'  duration,  came  to 
spend  his  surgical  holiday  in  England.  He  lived  with  nie 
for  more  than  a  !nonth.  I  had  always  known  him  as  a 
warm  advocate  of  Germany's  methods  in  surgical  literature 
and  practice,  and  of  his  intellectual  contempt  for  most  of 
the  things  which  other  nations  had  done.  Of  the  work  of 
these  otiier  nations  he  had  learnt  nothing  at  first  hand  ; 
the  little  he  knew  had  been  distilled  through  the  minds  of 
German  interpreters,  and  had  been  conveyed  to  him 
verbally  on  his  frequent  visits,  or  had  been  taken  from  the 
easily  accessible  German  journals  and  textbooks.  At  our 
first  breakfast  meeting  he  told  me  of  his  immense  obliga- 
tions to  Germany,  of  his  schooling  in  her  methods,  of  his 
devoted  attention  to  the  debates  of  the  German  Surgical 
Association;  and  he  went  on  to  say  that  he  felt  it  almost 
an  act  of  treachery  to  spend  his  surgical  vacation  in  any 
other  land.  And  then  he  gravely  announced  that  "  Of 
course  all  surgical  advance  in  the  last  fifty  years  has  come 
from  Germany."  To  that  kind  of  fervid  unrestrained 
assertion  the  most  fruitful  denial  is  given  by  a  questioning 
assent.  I  answered  :  "Of  course;  tell  me  of  one."  Where- 
upon I  had  to  learn  from  him  that  the  introduction  of  the 
antiseptic  system  into  practice  was  wholly  to  bo  attributed 
to  German  research,  adoption,  and  advocacy.  Now  this 
claim  so  confidently  made,  and,  I  hope  I  may  say,  so 
utterly  shattered  in  the  debate  which  followed,  is  precisely 
the  type  of  claim  which  Germany  herself  has  always 
made.  Most  of  the  great  ideas,  she  tolls  us,  originated 
with  her;  those  that  by  chance  arose  elsewhere  would 
never  have  come  to  fruition  but  for  her  acceptance,  and  for 
the  authority  with  which  thereby  they  were  endorsed. 

Antiseptics. 

Of  the  facts  as  to  the  discovery  of  the  antiseptic  system 
there  is,  of  course,  no  dispute.  They  begin  with  the  dis- 
covery in  1836  by  Latour  of  the  living  character  of  the 
yeast  ceils  by  which  fermentation  was  produced.  This 
discovery,  it  is  inteefesting  to  recall,  was  denied  both  by 
Liebig  and  by  Helmholtz.  The  confirmation  and  exten- 
sion of  this  work  by  Pasteur  in  1856  showed  that  putre- 
faction and  fermentation  were  the  result  of  living  particles, 
and  that  for  each  type  of  fermentation  a  specific  particle 
was  necessary.  "The  most  far- reaching  of  my  researches," 
said  Pasteur,  "  is  simple  enough  ;  it  is  that  putrefaction  is 
produced  by  living  ferments."  He  asserted  that  the 
oxygen  of  the  air  was  not  the  cause  of  putrefaction,  as 
every  one  hitherto  had  supposed ;  that,  indeed,  some  of 
the  causes  of  decomposition  could  thrive  only  in  the 
absence  of  oxygen.  This  observation,  too,  which  dis- 
tinguishes "aerobic"  from  "anaiJrobic"  organisms,  is  of 
the  first  importance.  It  was  these  discoveries  which 
suggested   to   Lister   the   thought   that    the   putrefactive 


changes  in  wound  discharges  might  bo  due  to  living 
organisms,  and  that  the  exclusion  of  these  would  enable 
wounds  to  heal  without  the  formation  and  corruption  of 
purulent  discharges. 

In  1867  Lister  wrote :  "  When  it  had  been  shown  by  the 
researches  of  Pasteur  that  the  septic  property  of  the 
atmosphere  depended,  not  on  the  oxygen  or  any  gaseous 
constituent,  but  on  the  minute  organisms  suspended  in  it 
which  owed  their  energy  to  their  vitality,  it  occurred  to 
me  that  decomposition  in  the  injured  part  might  be 
avoided,  without  excluding  the  air,  by  applying  as  a 
dressing  some  material  capable  of  destroying  the  life  of 
the  floating  particles." 

A  discovery  is  rarely  the  work  of  one  mind.  It  is  one 
observation  added  to  another  that  makes  the  super- 
saturated solution  from  which  the  crystal  of  truth  at 
last  precipitates.  Lister  never  ceased  to  give  credit  to 
Pasteur  for  his  share  in  the  work  that  led  finally  to  the 
development  of  the  antiseptic  method.  The  exploratory 
work,  the  pioneer  work,  all  that  was  original,  was  done 
therefore  by  a  French  observer  and  an  English  surgeon. 
The  exploitation  of  this  work,  it  is  true,  was  almost  at 
once  eagerly  and  widely  carried  out  by  the  surgeons  of 
Germany.  The  system  was  examined,  appraised,  and 
adopted  throughout  the  whole  empire  of  Germany  ;  but 
so  it  was  elsewhere.  Lister  never  had  a  more  ardent,  a 
more  scrupulous  and  conscientious  pupil  than  Lucas- 
Championniere.  Up  to  his  death  this  veteran  French 
surgeon  carried  out  with  meticulous  care  exactly  those 
procedures  which  he  had  learnt  from  Lister.  But  the 
loud  shouting  in  support  of  the  antiseptic  treatment  came 
chiefly  from  Germany.  When  in  1875  Lister  visited  that 
country  his  progress  was  a  triumph.  It  is  notorious, 
however,  that  in  carrying  the  Listerian  principles  to  their 
logical  conclusion  in  practice,  Germany  fell  far  behind 
other  countries.  In  recent  times  has  any  surgeon  visited 
Germany  to  learn  a  good  tochni(jue  '?  Is  it  not  true  to  say 
that  those  surgeons  of  whom  one  heanl  most  in  the  world, 
great  teachers  and  writers  as  they  doubtless  were,  were 
lacking  in  the  very  rudiments  of  a  sound  and  careful 
method?  There  was  not,  I  truthfully  believe,  one  surgeon 
in  the  whole  German  empire  who  looked  upon  an  opera- 
tion as  an  experiment  in  bacteriology,  and  who  to  avoid 
infection  in  his  wounds  used  scrupulous  care  in  the 
preparation  and  manipulation  of  his  instruments  and 
materials,  who  avoided  chance  contamination,  and  who 
used  e.>ctreme  gentleness  and  delicacy  of  touch  as  modes  of 
avoiding  that  form  of  trauma  which  makes  infection  easy. 
And  the  average  display  of  a  technique  called  aseptic  or 
antiseptic  was  something  immeasurably  below  the  standard 
of  some  surgeons  in  England  and  of  many  in  America. 
Even  in  the  method  they  so  ardently  exploited,  and  in  a 
field  they  claimed  as  their  own,  they  fell  far  short  of  the 
best.  This  example  is  typical  of  many.  All  modern 
surgery,  as  we  know,  dates  from  Lister.  The  difference 
between  the  surgery  of  ancient  days  and  the  surgery  we 
practise  today  is  expressed  in  one  word,  "  Lister." 

Of  all  the  advances  made  in  surgery  the  most  fruitful 
and  the  most  interesting  is  that  which  depends  upon  a 
study  of  the  "pathology  of  the  living."  Lister  made  it 
possible  to  operate  with  safety  upon  conditions  which 
threatened  life,  or  made  it  almost  unendurable — such,  for 
example,  as  ovarian  cyst.  And  by  degrees,  as  methods 
were  perfected  and  experience  widened,  other  diseases 
could  be  attacked,  at  first  in  their  terminal  or  more 
dramatic  manifestations,  as  in  the  perforation  of  gastric  or 
duodenal  ulcers;  and  later  in  their  pathological  career  as 
disturbers  of  function  or  of  health,  before  the  later  comiili- 
cations  had  had  time  to  develop.  It  is  interesting  to  note 
that  the  first  surgical  attack  upon  many  diseases  afflicting 
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the  abdominal  viscera,  bas  been  made  wlien  teniiinal 
events  lipvo  iMuio/y  de  .•eloi'ed.  and  'vhen  therefore  tlie 
suri^ical  liazards  were  greatest.  It  was  only  in  later  days 
that  the  deliberate  operations  for  initial  stages  of  the  same 
disease  wore  brought  within  the  province  of  the  surgeon. 


The  Ai'I>i-;.\l  to  \.\tui!i;. 

When  we  review  the  wonderful  and  varied  achievements 
of  medicine  it  is  not  easy  to  fix  a  time  at  which  the  science 
and  the  art  of  surgery,  as  we  think  of  them  to. day,  began 
to  develop.  As  we  look  bade  we  realize  that  it  is  because 
of  the  work  of  Vesalius  the  anatomist,  of  llarvej'  the 
phj'siologist,  of  Morgagni  the  father  of  patliology,  and 
later  of  John  Hunter,  the  first  of  scientific  surgeons,  that 
all  subsequent  advances  were  njade  possible.  From  the 
rude  efforts  of  the  early  and  mediaeval  surgeons  the  first 
real  step  forward  was  made  by  Anibroise  Pan',  who  stands 
coaspiouous  above  all  his  contemporaries  at  the  time  of  the 
Renaissance.  Hetweeu  Pare  and  Pluuter  probably  only  one 
surgeon  was  of  .serious  consequence  in  the  progress  of  our 
art.  Tliis  was  Richard  Wiseuum,  a  man  "  given  to  the 
observation  of  nature,"  who  was  the  first  to  advocate  and 
practise  primary  uuijor  amputations  Till  tlie  days  of 
Hunter  surgery  produced,  it  is  true,  great  or  successful 
individual  practitioners,  but  there  was  little  or  no  progress 
in  tlie  scientific  work  iqion  which  the  craft  nujst  alwaj's  be 
based. 

It  was  Hunter  iu  England,  and  Bicliat  in  Franco,  who 
went  to  original  sources  for  their  knowledge.  Hunter 
wrote  of  himself,  "lam  not  a  reader  of  books,"  and  "I 
believe  nothing  I  have  not  seen  and  ob.served  myself."  His 
prodigious  industry,  his  intellectual  rapacity,  his  vast  store 
of  first-hand  observation,  and  his  sunple  attitude  as  a 
student  all  his  life,  are  not  eijualled  in  the  history  of 
Medicine.  Harvey  had  said  of  himself  that  he  felt  it  iu 
some  sort  criminal  to  call  in  question  doctrines  that  had 
descended  through  a  long  succession  of  ages  and 
carried  the  autliority  of  the  ancients,  but  he  "appealed 
unto  Nature,  that  bowed  to  no  antiquity,  and  was  of 
still  higher  authority  than  the  ancients."  With  Hunter  it 
was  quite  different.  His  eager  inquiry  was  always  for  the 
story  as  it  was  written  by  disease  upon  the  tissues  of  the 
dead  body.  His  information  was  always  first  hand, 
gleaned  from  every  source,  with  unwearying  patience  and 
untiring  zeal.  His  disregard  of  written  words  and  of 
ancient  authors  was  deplorable  no  doubt,  but  a  striking 
and  authentic  characteristic  nevertheless.  His  reply, 
when  taunted  with  ignorance  of  the  classics,  is  famous ; 
"  Jesse  Foot  accuses  me  of  not  understanding  the  dead 
languages,  but  I  could  teach  him  that  on  the  dead  body 
which  lie  never  knew  in  any  language,  dead  or  living." 
He  was  the  born  collector,  possessed  of  an  insatiable 
appetite  for  knowing  rather  than  wondering, and  for  seeing 
rather  than  reading  or  hearing  of  another's  work.  No 
man  ever  suffered  less  from  the  tyranny  of  the  written 
word  ;  no  man  ever  searched  more  diligently  or  in  humbler 
mood  for  those  eternal  sources  of  the  truth  upon  which 
aloiH^  a  science  of  medicine  can  be  founded,  and  from 
which  alone  it  can  be  continually  refreshed.  Hunter 
realized,  as  J'are  and  Franco  before  him  had  done,  as 
every  great  original  thinker  since  has  done,  that  the  foun- 
dations of  true  progri.'ss  in  scientific  work  are  laid  deeii, 
that  it  is  "from  the  depths,  not  from  the  heights,  that 
medicine  is  fe<I ;  from  the  springs,  not  from  the  sky."  The 
impetus  anti  the  authority  given  to  surgical  work  by  tbo 
researches  of  Moigagni,  of  liichat  and  of  Hunter  werc^ 
incal(;ulable.  The  lime  was  gone  for  ever  when  a  pure  and 
dangerous  i  lupiricisiu  could  he  practised  ;  surgery  became 
a  rational  procedure,  and  its  new  ventures  were  held  in 
restraint,  as  we  n<jw  n'alize,  only  by  the  fear,  or  ratlicM- 
tht!  ccitaiiit V,  of  inllanimatory  couqtiications  more  ini- 
mccliately  dangerous  than  tin;  disease  from  which  relief 
was  sought. 

For  the  ground  work  of  mediiine  and  of  surgery,  there- 
fore, (ieniuuiy  was  in  no  degree  responsible.  It  was 
Vesalius  of  iSrussels  who  laid  solid  the  foundation  of 
anatomy,  in  a  trealis*'  remarkable  alike  lor  tin;  a<'cura('V 
of  (he  ilcsciiptions  and  fm- tint  hcaiily  of  the  illustralioris, 
which  caiiK;  perhajis  from  the  stuilic  of  Titian.  It  was 
Hai\ey,  oiii-  own  iMJiintiyman.  who,  by  his  inimortal  dis- 
covei  V,  swi^pt  away  the  decaying  fragmiuits  of  ( lalenism,  and 
made  piissible  a  I  later  res<'ai'ches  in  physiology.  It  was 
Moigagni,   the   Italian,   who  brought  together   the   slatico 


and  dynamics  of  medicine,  who  founded  pathology,  the 
science  of  the  causes  of  error  iu  the  working  of  the  human 
machine,  and  who  explained  symptoms  by  assigning  them 
to  structural  alterations  in  the  several  organs  of  the  bodv. 
It  was  Hunter  who  changed  surgery  from  a  hanilicraft  to 
an  art  based  upon  an  accurate  knowledge  of  diseased 
tissues,  who  first  made  of  surgery  a  science.  It  was 
Pasteur,  the  Frenchman,  who  guided  Lister  to  his  dis- 
covery of  antiseptic  surgery,  which  has  changed  the  whole 
history  of  our  science  and  craft.  It  was  Morton  and 
Warren  of  Boston,  and  Simpson  of  Edinburgh,  who,  by 
the  discovery  of  ether  and  of  chloroform,  robbed  surgery  of 
its  agony  and  horror  and  made  it  accessible  as  well  as 
possible.  To  all  these  weighty  matters,  to  all  the  in- 
dispensable achievements  without  which  medicine  could 
have  made  no  advance,  it  is  the  simple  truth  to  say  that 
Germany  gave  nothing. 


AnnOMINAL    SUHOEKV. 

The  first  great  surgical  adventure  of  modern  times  was 
concerned  with  the  removal  of  ovarian  cysts.  The  history 
of  ovariotomj'  is  well  known,  but  will  bear  at  this  moment 
a  brief  reiietition.  Removal  of  the  ovaries  in  animals  and 
in  aborigines  has  been  practised  from  prehistoric  times. 
In  the  literature  of  the  middle  ages  several  curt  references 
were  made  to  "dropsical  ovaries";  and  opinions  were 
expressed  that  ojierative  measures  might  sometimes  be 
undertaken  with  a  remote  chance  of  cure.  The  first 
successful  case  was  operated  upon  in  1701  by  Houston  of 
Glasgow  the  patient  lived  till  1717.  dohu  Hunter  wrote 
iu  1785  :  "  I  cannot  see  any  reason  why,  when  the  disease 
can  be  ascertained  in  an  early  stage,  we  should  not  make 
an  opening  into  the  abdomen  and  extract  the  cyst  itself." 
Before  this  William  Hunter  had  written,  in  1762:  "It 
has  been  proposed  by  inodern  surgeons,  deservedly  of 
the  first  reputation,  to  attempt  a  radical  cure  by 
incision  or  suppuration,  or  by  excision  of  the  cyst." 
The  first  surgeon,  however,  to  whom  the  world's  credit 
and  applause  are  due  for  establishing  the  operation  as  a 
proper  and  safe  ])rocedure  was  -McDowell  of  Kentucky, 
an  old  pupil  of  John  Bell  in  Edinburgh,  by  whose  teaching 
he  was  inspired.  McDowell's  first  case  was  operated  upon 
iu  1809 ;  the  patient  lived  till  1814.  Between  1809  and  his 
death  in  1830  McDowell  operated  upon  ovarian  tumours  in 
thirteen  cases,  and  it  is  known  that  eight  patients  re- 
covered. After  his  day  the  operation  fell  iuto  disrepute, 
and  the  failures  were  so  many  that  Baker  Brown  aban- 
doned the  operation,  saying:  "  It  was  of  no  use,  peritonitis 
would  always  beat  one."  It  was  after  his  return  from  the 
Crimea  that  Spencer  Wells,  an  old  i)upil  of  the  Leeds 
Infirmary,  upon  his  ■appointment  to  the  Samaritan  Hos- 
pital, began,  in  1858,  that  series  of  operations  which  tiriuly 
established  the  surgical  treatment  of  ovariau  tumours  in 
favour,  and  by  its  success,  and  by  the  influence  it  had  upon 
the  treatment  of  other  intraperitoneal  conditions,  opened 
up  the  whole  field  of  abdominal  surgery.  The  opposition 
to  the  surgical  treatment  of  ovarian  cysts  was,  as  is  well 
known,  of  tlie  most  bitter  and  inveterate  kind,  but  Sjiencer 
Wells,  by  his  simplicity  of  character,  his  unwavering 
integrity,  and  his  sweet  reasonableness  in  argument,  wore 
down  all  antagonism.  In  the  year  1880 — that  is,  in  twenty- 
two  years — he  had  operated  upon  1,000  cases,  of  which 
768  recovered.  During  the  lirst  five  years  one  patient  died 
iu  every  three  operations  :  in  the  last  two  years  one  patient 
died  in  every  ten.  Writing  in  1882  S])encer  Wells  said. 
"  In  GerMuiii}'  until  quite  recently  ovariotomy  was  scarcely 
talked  or  thought  of."  liilholli,  in  a  lecture  on  ovario- 
tomy, said  of  S))encer  Wells,  "  1  shall  willingly  regard 
myself  during  my  lifetime  iis  his  scholar."  It  is 
astonishing  to  recall  that  .Sjiencer  Wells's  earlj'  success 
was  achieved  before  the  introduction  of  antiseptic  surgery. 
In  the  edition  of  his  work  on  Onirian  and  I'lrriiic 
'ritiiiviirs,  published  in  1882,  he  eiuleavonrs  to  estimate  the 
dilference  in  the  mortality  and  morbidity  of  his  cases 
as  a  result  of  the  introduction  of  Lister's  methods.  It  is 
tlierefort'  true  to  say  that  the  whole  of  the  immense  pro- 
gress that  abdominal  surgery  and  internal  medicine  have 
made  in  the  last  thirty  years  h;is  been  due  to  the  impulse 
and  (he  investigations  of  these  two  English  surgeons, 
S|>encer  Wells  and  Lister.  1  n  all  the  pioneer  work  which 
niaiie  |>ossible  the  intinile  achievements  of  modi'rn  abdo- 
minal suigery,  the  contribution  of  (ierniaii)'  was  precisely 
m-tliiiig.     What  part  has  she  played  in  the  later  progress? 


THE    INSTITUTES    OF    SUBGEKY. 


Let  us  take  for  a  first  iaquiry  the  surgoiy  of  the  gall 
bladder.  The  fullest  account  of  the  history  of  this  extra- 
ordinarily interesting  adventure  in  surgery  is  given  by 
many  German  authors,  of  whom  Langeiibuch  is,  perhaps, 
the  chief.  On  page  after  page  of  the  story  as  told  by  him 
reference  is  made  to  the  priority  of  German  surgeons,  and 
pride  in  German  achievements  is  openly  and  frequently  ex- 
pi-essed.  A  chapter  of  this  author  does  duty  not  only  as 
«  contribution  to  the  history  of  surgery  but  as  a  political 
pamphlet  also.  And,  like  much  in  the  literature  of  politics, 
it  is  found  on  close  examination  to  be  acutely  controversial, 
when  it  is  not  false.  What  are  the  facts  ?  The  first 
attempt  to  deal  surgically  with  the  gall  bladder  was  made 
experimentally  by  Zambeccari  in  1630.  This  observer 
ligatured  the  cystic  artery  and  duct  in  a  dog  and  removed 
the  gall  bladder.  Two  months  later  the  dog  was  killed, 
and  to  the  ligatured  stump  omentum  and  small  intestine 
were  found  adherent.  To  Jean  Louis  Petit  in  1743  is  to 
be  attributed  the  first  suggestion  of  the  surgical  treatment 
of  a  distended  gall  bladder,  and  the  first  cousidered  attempt 
to  deal  operatively  with  it  during  the  lite  of  the  patient. 
•Over  a  century  later,  in  1859,  Thudichuni,  in  a  paper  on 
the  "Pathology  and  treatment  of  gall  stones,"  wrote:  "  In 
■decided  cases  the  surgeon  should  consider  the  propriety  of 
planning  and  performing  an  operation  for  the  extraction 
of  these  foreign  bodies  either  in  a  direct  manner  or  by 
forming  a  biliary  fistula  and  adopting  a  lithotriptic  pro- 
ceeding." In  1876  Thiidichum  and  Maunder  again  broached 
the  subject,  and  in  1878  Handfield  Jones  also  proposed 
op;r:itiou  to  a  patient  suffering  from  cholelithiasis.  In 
the  year  1867  an  American  surgeon,  Dr.  I5obbs,  operated 
U' on  a  case  of  abdominal  tumour,  diagnosed  as  probably 
one  of  ovarian  cyst.  The  tumour  proved  to  be  a  gall 
bladder,  upon  which  Bobbs  performed  "  litliotomy,"  re- 
moving several  stones.  But  it  is  to  Marion  Sims  that  the 
credit  is  to  be  given  for  the  first  formulation  of  the  opera- 
tion of  cholecystotomy ;  the  deliberate  planning  and  the 
practical  accomplishment  of  a  procedure  so  carefully 
designed  and  so  thorough  that  Lawson  Tait  wrote,  "  The 
entire  possibilities  of  the  treatment  of  gall  stones  and 
distended  gall  bladder  are  exhausted  in  Dr.  Marion  Sims's 
original  paper." 

The  first  operation  successfully  performed  in  two  stages 
is  to  be  credited  to  Kocher,  who  in  1878  opened  the 
abdomen,  packed  round  the  gall  bladder  with  Lister's 
gauze,  and  six  days  later,  when  a  barrier  of  adhesions 
had  formed,  opened  the  gall  bladder  and  emptied  it  of 
stones. 

An  examination  of  all  the  lengthy  literature  of  this 
subject,  however,  leaves  one  in  no  doubt  that  the  most 
conspicuous  merit  for  the  pioneer  work  attaches  to 
Lawson  Tait.  It  was  he  who,  basing  his  work  upon  the 
case  of  Marion  Sims  (a  case  of  common  duct  obstruction, 
with  jaundice,  which  proved  fatal  in  a  few  days  from 
haemorrhage),  made  of  cholecystotomy  a  safe  operation. 
Probably  no  operation  of  equal  difficulty  and  severity  was 
ever  ushered  into  the  world  with  so  marvellous  a  series  of 
successful  cases.  In  1884  Tait  wrote  :  "  1  have  performed 
the  operation  thirteen  times,  and  all  recovered."  Up  to 
the  end  of  1884  there  had  been  performed  in  all  the 
world  twenty-eight  operations,  of  which  Lawson  Tait  did 
thirteen.  Of  the  first  104  cases,  he  had  operated 
upon  56 ;  the  whole  of  Germany  then  claimed  9  cases. 

Cholecystectomy,  the  safe  possibility  of  which  had  been 
shown  experimentally  two  and  a  half  centuries  before, 
was  first  performed  on  July  15th,  1882,  by  Langenbuch. 
This  is  a  very  valuable  addition  to  the  resources  of  the 
surgeon  and  its  originator  may  well  have  had  a  legitimate 
pride  iu  its  inauguration.  We  cannot,  liowever,  hope  to 
pay  to  his  memory  the  luscious  compliment  he  paid  him- 
self in  the  arrogant  Prussian  fashion  and  at  inordinate 
length.  If  it  is  the  only  original  contribution  of  (iermany 
to  the  surgery  of  the  biliary  system,  it  is  in  truth  a  con- 
siderable one. 

In  the  later  developments  France,  England,  and  America 
may  claim  that  they  have  played  the  greater  part.  To 
them  are  due  not  only  those  advances  along  the  frontier  of 
medicine  which  have  disclosed  to  us  the  early  symptoms 
of  cholelithiasis,  but  also  those  technical  perfections 
which  have  made  precocious  interference  the  safest  and 
most  prudent  of  all  modes  of  treatment.  Over  against 
this  recent  work  what  has  Germany  to  show  ?  She  has 
one  man  of  large  experience  to  put  forward — Kehr,  and 
he    is,    indeed,   a   typical    representative  of    his   country. 


Kehr  has  been  a  prolific  writer  and  has  published  very 
full  accounts  of  his  technique  and  results.  Kehr  advises 
operation  where  there  is  obstruction  of  the  cystic  duct, 
infection  of  the  gall  bladder  or  ducts,  or  when  stones  are 
arrested  iu  the  couimou  bile  duct.  A  great  many  of  the 
indications  accepted  by  surgeons  in  other  countries  are 
omitted.  For  the  purpose  of  access  to  the  parts  he  has 
devised  an  incision,  the  Weltcnsclinilt ;  of  great  length, 
it  begins  in  the  epigastrium  below  the  ensiform  carti- 
lage, extends  downwards  towards  the  umbilicus,  then 
across  the  right  rectus  transversely  for  2  in.,  and, 
finally,  vertically  down  the  rectus  for  3  in.  to  4  in.  A 
very  free  exposure  results.  In  all  cases,  or  almost 
all,  the  gall  bladder  is  removed,  and  the  hepatic  duct 
drained,  oi'ten  by  a  tube  of  T-shape,  one  arm  of  which  goes 
upwards  to  the  liver,  the  other  downwards  to  the  duo- 
denum. The  methods  throughout  are  crude,  coarse,  heavy- 
handed,  lacking  everything  in  the  way  of  daintiness  and 
refinement.  This  is  expressed  iu  the  results,  in  which  the 
mortality  and  morbidity  are  excessive.  So  far  as  the 
purely  intellectual  side  of  the  work  is  concerned,  in  all 
Kehr's  writings  there  is  nothing  at  first  hand.  The 
inquiry  as  to  the  inaugural  symptoms  of  cholelithiasis,  the 
question  of  the  early  recognition  of  the  presence  of  stones, 
the  association  of  gall  stones  with  other  abdominal  dis- 
eases, appendicitis,  intestinal  stasis,  in  the  relation  of 
effect  and  cause — of  these  matters  there  is  rarely  an 
original  observation.  Tlieie  is  the  same  academic  com- 
pleteness of  exposition  which  we  find  iu  all  German  work; 
full,  indeed  tedious,  accounts  of  anything  and  everything, 
wearisome  prolixity  ;  but  the  facts  and  records  are  there  in 
full.  The  only  original  piece  of  work  done  in  the  whole 
realm  of  cholelithiasis,  in  recent  years  in  Germany,  is 
that  upon  the  formation  of  gall  stones,  by  Aschoff  and 
Bacmeister;  it  is  important  and  accurate,  but  it  touches 
only  the  fringe  of  the  larger  question  of  cholesterinaemia, 
in  which  the  chief  work  has  been  done  by  the  French. 

What  is  the  history  of  the  surgery  of  the  stomach  '?  The 
earliest  account  of  gastric  ulcer  was  given  by  Matthew 
Baillie  in  1798.  It  is  true  that  the  disease  is  mentioned 
both  by  Galen  and  Celsus,  and  that  there  are  records  of 
probable  cases,  when  haemorrhage  or  perforation  occurred 
or  fistula  into  the  stomach  developed,  as  early  as  the 
sixteenth  century.  But  the  first  clear  and  illustrated 
anatomical  description,  accompanied  by  clinical  histories, 
was  given  by  Baillie.  It  is,  however,  to  Cruveilhier,  who 
wrote  in  1829  and  1830,  and  up  to  the  year  1838,  that  we 
give  credit  for  the  first  full  and  accurate  descriptions  of 
the  pathology  and  clinical  manifestations  and  treatment 
of  this  disease.  Tliese  descriptions  are  in  the  tenth  aud 
twentieth  parts  of  his  splendidly  illustrated  work  on 
pathological  anatomy.  To  Cniveilhier  the  famousGerman 
physician  Ewald  attributed  the  first  careful  and  compre- 
iieusive  description  of  gastric  ulcer,  and  said  that  he  "  was 
the  first  to  raise  the  gastric  ulcer  from  a  curiosity  of  the 
autopsy  table  to  the  dignity  of  a  definite  and  recognizable 
pathological  condition."  In  the  year  1835  Cruveilhier  gave 
the  first  suggestion  of  the  developmcut  of  cancer  from  a 
simple  ulcer. 

The  earliest  records  of  duodenal  ulcer  are  found  iu 
connexion  with  stray  cases,  or  in  those  where  perforation 
or  haemorrhage  had  occurred  and  caused  death.  The 
earliest  mention  was  by  Travers  in  1817.  Abercrombie  in 
1830  gave  the  first  connected  account  of  the  disease,  and 
recorded  a  few  cases.  Ill  1894  the  first  successful  case  of 
operation  for  a  perforated  ulcer  was  recorded  by  H.  P. 
Dean  of  London.  In  1900  Weir  of  New  York  gave  an 
excellent  summary  of  all  the  cases  of  perforation  then  on 
record.  But  of  duodenal  ulcer  as  a  cause  of  continued  or 
recurrent  dyspepsia,  or  as  a  pathological  li^sion  to  which 
were  attached  a  series  of  symptoms  cajiable  of  recognition 
during  life,  there  is  nothing.  The  first  ascription  of  a 
group  of  symptoms  to  the  definite  structural  lesion  in  the 
duodenum  is  to  be  jilaccd  to  the  exclusive  credit  of  English 
medicine. 

The  development  of  the  surgery  of  the  stomach  has 
beeu  one  of  the  most  brilliant  and  most  fascinating  of  all 
the  recent  conquests  of  our  art.  So  long  ago  as  1810  it 
l)ad  been  shown  by  Merrcm  that  the  removal  of  a  part  of 
the  stomach  in  dogs  could  be  followed  by  recovery.  This 
experiment  was  repeated  and  multi[ilied  in  1876  by 
Gussenbauer  and  Winiwarter.  It  is,  however,  lo  a  French 
surgeon,  a  most  dexterous  operator,  that  the  credit  is  due 
for  the  first  attemiit,  albeit  unsuccessful,  to  remove  a  part 
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of  tiic  stomach  for  cancer.  On  Api-il  9tli,  1879,  Peau  of 
Pafis  carried  out  the  first  pyloroctoiiiy  for  iiialigiiaut 
disease.  The  operation  was  repeated,  again  witli  a  fatal 
residt,  by  liydygier  in  1880.  it  was  on  February  8tb, 
1881,  that  liillrotli  in  Vienna  p(n'fornied  the  first  success- 
ful gastric  resection  for  carcinoma.  I  have  .seen  the 
specimen,  which  consists  of  the  pyloric  end  of  the  stomach; 
it  nieasures  about  3  in.  in  length  in  its  present  state.  It  was 
the  work  of  Billroth  and  of  his  assistants  Mikulicz  and 
\V'(illler  that  proved  tlie  siu'gical  treatment  of  carcinoma  of 
the  stonuich  to  be  feasible.  JSillroth  clearly  laid  down  the 
principles  and  the  technical  details  to  be  observed  in  all 
gastric  operations.  .-^11  later  work  was  made  possible  by 
his  work,  and  we  may  safely  reckon  his  contribution  to 
this  branch  of  surgery  as  the  finest  of  the  many  notable 
achievements  in  the  life  of  this  great  surgeon.  It  fell  to 
Wcilrter,  while  assistant  to  Billroth,  to  perform  the  first 
0|)eratiou  of  gastro  enterostomy,  on  September  27th,  3881. 
The  p;i,tient  suffered  from  a  malignant  obstruction  of  the 
pylorus,  and  it  was  Wollier's  intcnition  to  perform  resection. 
This  was  found  impossible,  and  the  abdonjcn  was  about  to 
bo  closed  wdien  Xicohuloni,  who  was  assisting,  suggested 
that  the  jejunum  should  be  united  to  the  stomach  and  au 
opening  between  the  two  viscera  made  to  relieve  the 
pyloric  obstruction  caused  by  the  growth.  The  original 
operation  was  of  the  "anterior"  type.  Union  of  the 
jejunum  into  the  posterior  surfaces  of  the  stomach  was 
first  suggested  by  Courvoisier  of  Jiasle,  and  von  Hacker  of 
Innsbruck. 

The  great  surgical  accomiilishments  in  the  last  quarter 
of  a  century  have  been  concerned  with  the  simple  diseases 
of  the  stomach,  with  chronic  ulcer  and  its  complications. 
The  first  gastro-euterostomy  for  chronic  obstructive  ulcer 
was  performed  in  1892  by  Doyen  of  Paris.  It  is  to  the 
advocacy  and  to  the  marvellous  technical  skill  of  this 
surgeon  tha,t  we  must  attribute  the  general  recognition  of 
the  value  of  surgical  measures  in  cases  of  chronic  gastric 
disease  and  the  recognition  of  gastro-enterostonjy  as  a 
"drainage  operation."  The  surgery  of  perforating  ulcer 
of  the  stomach  began  with  ilikulicz,  whose  first  suggestion 
dates  from  1880.  Between  the  years  1885  and  1893 
^Mikulicz  operated  upon  thirty-tive  cases  with  thirty-four 
deaths.  This  is  to  be  considered,  taking  into  account  the 
early  period  of  this  work,  as  the  saving  of  one  life,  rather 
than  tlie  loss  of  many. 

The  literature  emitted  by  (lermany  upon  the  subject  of 
gastric  diseasts  is  vast  in  quantity,  prolix  and  turgid  in 
style,  lacking  insight  and  interest,  and  ahnost  utterly- 
devoid  of  inspiiation  or  original  thought.  It  is,  however, 
a  complele  ri  Cord  of  the  progress  made  and  of  the  know- 
ledge gained  by  all  the  workers  in  every  corner  of  the  field. 
The  (iermans  are  seen  in  their  most  characteristic  phase 
as  gleaners  and  harvesters.  The  seed  has  been  sown  by 
others;  it  is  they  who  liav<!  guarded  the  crop,  garnered  it, 
gleaned  every  straw  of  it,  and  stored  it  in  vast  and  ugly 
chambers.  Gastric  ulcer  is  a  comparatively  rare  disease, 
of  few  but  clear-cut  symptoms.  Around  this  simple  matter 
the  (ierman  clinicians  have  weaved  a  web  of  rhetoric 
which  has  encumbered  it  and  swathed  it  beyond  recogni- 
tion. .-\nd  they  have  borrowed  freely  from  a  riotous  but 
rank  imagination  berelt  of  facts,  and  have  insulted  the 
intelligence  of  those  who  could  not  agiee  with  tbem.  The 
literature  of  Germany  on  such  a  subject  as  giustric  idcer 
reminds  me  irresistibly  of  Hans  .Andersen's  delightful 
story  of  the  "  Fmperor's  New  Clothes."  Around  this 
simple  disease  their  physicians  weaved,  with  unceasing 
industry,  garments  of  a  material  every  thread  of  which 
they  declared  to  be  of  the  rarest  and  finest  (juality,  they 
told  all  the  world  of  th(!  beauty  and  superb  texture  of  these 
royal  rolies  ;  so  confident  and  magisterial  were  their  loud 
assertions  11  nd  so  complete  tlie  trickery  by  which  they 
iniiiosed  upon  all  spectators,  saying  that  only  those  of 
virtue  couki  sim!  the  wonderful  garments,  that,  as  in  the 
story,  the  crowd  was  humbly  acquiescent.  I5ut  at  last  the 
little  chilli,  the  surgeon, came  along  and  cried  :  "  I!ut  he  has 
got  nothing  on."  And  the  whole  artificial  fabric  was  torn 
away,  and  the  imperial  ulc(>r  was  seen  for  what  it  was  in 
all  its  nakerl  ugliness. 

SUKdlClLV    OK     IIIF,     IJKAI.V    AM)    ('(IKI). 

The  development  and  progress  of  rer<'liral  suigciy  in  the 
last  (M^ntury  would  C(^itainly  be  considered  by  the  older 
physicians,  could   they  learn  of  it,   as    the  most    incredible 


achievement  of  all.  To  them  the  skull  and  its  contents 
were  sacred  and  inviolable.  Aristotle  luid  spoken  dis- 
paragingly of  the  brain,  saying  it  was  a  mere  cooling 
ainiaratus,  and  trephining  operations  had  been  not  un- 
common even  in  prehistoric  times.  Jint  by  the  mediaeval 
jihysicians  the  brain  was  looked  upon  as  the  seat  of  the 
soul,  and  no  profane  hand  might  be  laid  upon  it.  When, 
however,  the  Renaissance!  came,  with  its  astonishing 
develoinnent  of  physical  science  as  well  as  of  art,  the  work 
of  .Alondinus  and  Vesalius  opened  the  path  for  all  later 
explorers.  What  Harvey  achieved  for  physiology  was 
ahnost  equalled  by  the  work  of  Thomas  Willis  on  the 
nm-vous  system.  As  Victor  Horsloy  said,  these  researches 
"  exhibit  an  extraordinary  grasp  of  the  function  (and  ils 
corresponding  relation  to  structure)  of  the  nervous  system 
generally."  Willis's  work  ought  to  have  abolished  for  ever 
tlie  old  mystical  beliefs  as  to  the  function  of  the  brain. 
He  was  tlie  first  to  allocate  definite  functions  to  distinct 
parts  of  tlie  nervous  system  and  to  assert  that  the  excita- 
tion of  the  cerebral  cortex  passed  into  the  substance  of  the 
brain  and  thepce  into  the  spinal  cord  and  nerves.  The 
work  o'  Thomas  Willis  was,  unhappily,  ignored  completely, 
though  as  we  look  back  upon  it  we  are  inclined  to  agi'eo 
with  llorsley,  who  wrote  "  that  it  was  duo  to  Willis  that 
probably  the  greatest  advance  gained  in  psychology  ever 
sin<-e  it  became  a  science,  the  localization  of  function  to 
distinct  parts  of  the  nervous  system,"  was  made.  The 
first  of  those  who  sought  by  the  method  of  experimental 
research  to  discover  the  secret  of  the  functions  of  the  brain 
was  Flourens  in  1826.  His  investigations  dealt  both  with 
the  cerebrum  and  the  cerebellum,  and  were  of  liigh 
value,  not  only  as  examples  of  a  new  method,  but  also 
because  of  the  positive,  though  limited,  conclusions  upon 
many  matters,  which  as  a  residt  of  his  work  lie 
was  entitled  to  draw.  But  even  he,  writing  more 
than  a  century  and  a  lialf  after  Willis,  asserted  that 
the  brain  worked  as  a  whole,  and  tliat  separate  specific 
functions  could  not  be  allotti.-d  to  its  several  constituent 
parts.  Indeed,  the  universally  accepted  opinion  up  to  the 
year  1861  was  that  the  brain  acted  as  other  organs  acted, 
its  function  being  carried  out  by  au  equal  working  of  all 
its  parts.  In  this  year  Broca,  as  the  result  of  his  inquiries 
into  the  pathological  anatomy  of  certain  cases  of  aphasia, 
came  to  the  conclusion  that  the  faculty  of  articulate  speech 
depended  upon  the  integrity  of  a  definite  and  limited  area 
of  the  cerebral  cortex.  Broca's  discovery  was  revolu- 
tionary; it  involved  a  complete  reversal  of  former  opinions 
and  judgements,  and  it  opened  up  afresh  the  whole  ques- 
tion of  the  function  of  the  cortex  of  the  brain.  Hughlings 
Jackson  in  1869  was  the  first  to  assert  that  the  convolu- 
tions of  the  brain  could  be  divided  up  into  separate  areas, 
each  having  its  own  restricted  and  unchangeable  function. 
He  based  his  opmion  upon  observations  made  to  correlate 
the  clinical  symptoms  manifested  during  the  life  of  the 
patient  with  the  organic  lesions  of  the  brain  discovered 
after  death.  In  1870  Fritsch  and  Hitzig  demonstrated  by 
aniniiil  exi)eriments  that  by  the  electrical  stimulation  of 
certain  areas  upon  the  cortex  co-ordinated  movements,  in 
distinct  groups  of  muscles,  on  the  opposite  side  of  the  body, 
could  be  produced.  These  observations  were  important, 
but  the  work  of  supreme  significance  in  cerebral  localiza- 
tion was  done  by  Ferrier,  and  publishe<l  in  1873.  Ferrier's 
researches  weri^  undertaken  to  test  experimentally  the 
conclusions  reached  upon  clinical  and  pathological  grounds 
by  Hughlings  Jackson.  The  result  is  known  to  all  the 
world.  .  Ferrier's  investigations  established  firmly  and 
finally  the  knowledge  that  there  are  points  in  the 
cortical  matter  of  the  brain  definitely  related  to  the 
motor  and  sensory  functions  of  ciu'tain  parts  of  the 
bcnly.  The  way  now  was  cleared  for  the  surgeons, 
for  Lister  had  afforded  them  safety,  and  Hugh- 
lings Jackson  and  Ferrier  gave'  them  guidance.  Tho 
|)ioneer  work  in  this  direction  was  exclusively  of 
Ihitisli  origin.  One  of  the  most  dramatic  occurrences  iu 
the  wdiole  history  of  surgery  must  surely  have  been  the 
reading  on  August  9tli,  1888,  of  a  |)a|)er  on  the  "Surgery 
of  tlie  brain  and  si)inal  cord  "  by  W.  .Macewen  of  (ilasgow. 
Cerebral  surgery  seemed  to  spring  Minerva  like  into  the 
world,  complete  at  every  point.  Jl.ict^wen  told  of  his  first 
(•as(!  in  July.  1876:  it  occurreil  in  a  boy  who  developed  an 
iibscess  in  the  immediate  vicinity  of  Broca's  lobe,  as  the 
result  of  an  injury  to  tlii!  skull.  Cons<>nt  was  not  given 
to  the  o|ieration  m'ged  by  Macewen,  notwithstanding  tho 
assum|iticn    by    himself     of    the    solo    responsibility  'of 
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advising  and  performing  the  operation  ;  and  tlie  boy  died. 
Macewen  tells  how  "after  death  the  friends  ac(|uiesced  in 
the  proposal  to  have  the  operation  performed  just  as  it 
would  liave  been  had  permission  to  do  so  been  granted 
during  life.  The  skull  was  trephined,  tlie  brain  exposed, 
and  an  instrument  was  introduced  through  the  third 
frontal  convolution  for  half  an  inch,  when  pus  flowed 
through  the  incision,  proving  tlie  accuracy  of  the  diagnosis 
and  giving  poignancy  to  the  regret  that  the  operation  had 
not  been  permitted  during  life.  The  abscess,  about  the 
size  of  a  pigeon's  egg,  was  situated  in  the  white  matter  of 
the  bases  of  the  second  and  third  frontal  convolutions." 
In  this  case  the  precise  spot  in  the  brain  which  the  abscess 
occupied  was  accurately  determined  from  the  localizing 
phenomena  induced  by  the  focal  lesion. 

Macewen's  first  successful  cases — one  of  abscess  and  one 
of  tumour  of  the  frontal  lobe — occurred  in  1879.  In  the 
paper  to  which  I  have  referred  there  were  recorded  21 
cerebral  oases  (exclusive  of  fracture  of  tlie  skull  with 
brain  lesions),  with  18  recoveries  and  3  deaths.  Of  those 
who  died  all  were  in  extremis  when  operated  upon.  At 
the  time  the  paper  was  read  16  of  the  18  were  still  alive ; 
one  had  died  eight  years  after  operation,  and  one  forty- 
seven  days  after  operation  of  tuberculous  enteritis. 

The  record  of  the  work  achieved  by  this  sui'geon,  working 
alone  upon  new  problems  and  in  a  new  field  long  before 
otiier  minds  had  begun  to  stir,  is  one  of  the  greatest 
triumphs  in  the  history  of  scientific  surgery.  In  the  year 
1884  Bennett  and  Godlee  reported  a  case  of  cerebral 
tumour  treated  by  operation,  and  in  1886  Victor  Horsley 
reported  three  oases  of  cerebral  surgery  to  the  British 
Medical  Association. 

Great  Britain  may  therefore  make  an  undeniable  claim 
to  priority  in  respe:;t  both  of  tlie  scientific  work  which 
made  operation  upon  the  brain  possible  and  purposeful 
and  of  the  procedures  by  which  such  operations  were 
carried  out  with  safety  and  accuracy.  Geriuauy  here 
also  has  been  a  follower,  not  a  founder.  Her  entrance 
into  this  field  was  of  later  date  than  that  of  the  British, 
French,  and  Italian  physicians  and  surgeons,  but  her 
work  in  it  has  been  arduous  and  helpful. 

The  development  of  the  surgery  of  the  spinal  cord  was 
also  dependent  upon  early  experimental  research.  Galon, 
as  is  well  known,  had  shown  that  there  must  be  nerves 
of  sensation  and  nerves  of  motion.  Willis  had  made  it 
certain  that  the  nerves  did  convey  sensation  "  and  instincts 
to  movements,"  but,  as  Sir  Victor  Horsley  says,  "  no 
further  determination  as  to  the  particular  part  of  the 
nervous  system  which  might  be  occupied  in  providing  for 
such  transmission  of  sensations  and  movements  was  made 
until  1811,  when  Sir  Charles  Bell,  by  liis  numerous  investi- 
gations, was  led  to  believe  that  separate  parts  of  the  brain 
and  ispinal  cord  subserved  these  two  functions."  Sir 
Charles  Bell  knew,  of  course,  that  the  spinal  nerve  had 
two  roots,  anterior  and  posterior;  he  found  by  experi- 
ments that  it  was  irritation  of  the  anterior  roots  only  that 
gave  rise  to  the  movements  of  the  muscles.  Ho  says : 
"  I  now  saw  the  meaning  of  the  double  connexion  of  the 
nprves  with  the  spinal  marrow."  Bell's  work  was  the  first 
to  prove  that  there  was  undoubtedly  a  principle  of  localiza- 
tion of  function  in  the  nervous  system.  When  it  had  once 
been  shown  that  this  localization  of  function  existed  in  the 
conducting  nerve  channels  it  was  not  difficult  to  see  that 
the  same  difference  must  exist  in  those  central  parts 
to  which,  and  from  which,  the  nerves  must  pass.  The 
surgery  of  the  spinal  canal  was  inaugurated  by  Sir  Victor 
Horsley,  who  in  1887  was  the  first  to  open  the  spinal  dura 
mater  and  to  remove  a  tumour  of  the  cord.  In  December, 
1888,  Bennett  first  divided  the  posterior  nerve  roots  in  a 
case  of  inveterate  sciatica.  In  1889  J.  L.  Faure  performed 
the  same  operation  for  the  relief  of  agonizing  pain  in  a 
case  of  cancer  of   the  uterus.      Foerstor's   operation,    the 


division  of  the  posterior  spinal  nerve  roots  for  the  treat- 
ment of  gastric  crises  and  spastic  paralysis,  based  largely 
upon  the  work  of  Sherrington  and  Head,  dates  from  1908. 

Conclusion.  • 

What,  then,  has  been  Germany's  part  in  all  the  astound- 
ing progress  of  modern  surgery  V  It  has  been  the  same  in 
surgery  as  in  every  other  science.  Almost  all  fundamental 
discoveries  in  science,  Dugald  Clerk  tells  us,  have  originated 
in  England,  France,  and  Italy.  In  capacity  for  original 
thought  the  German  mind  is  lacking.  The  brilliant  and 
happy  inspiration,  the  penetrating  insight,  the  new  vision 
are  things  for  which  we  seek  almost  in  vain  in  all  German 
scientific  literature.  The  fertile  new  thought  giving  a 
fructifying  impulse  to  the  work  of  other.^  is  rarely  indeed 
of  Gorman  origin.  The  German  mind  is  of  quite  a  different 
order.  It  is  avaricious,  industrious,  methodical;  it  collects, 
if  it  does  not  accurately  appraise,  the  work  of  others.  It 
tabulates  and  registers  and  explains;  it  furnishes  an 
intricate  analysis,  and  illustrates  by  copious  reference  any 
subject  with  which  it  may  deal.  The  new  idea,  originating 
almost  always  elsewhere,  is  given  eager  hospitality,  is  dis- 
sected and  discussed  at  inordinate  length;  it  may  be  put 
into  practice  with  various  alterations  of  technical  procedure, 
and  before  long  be  claimed  as  a  home  product.  For  this 
act  of  intellectual  dishonesty  many  of  the  German  writers 
were  not  to  blame;  for  a  study  of  the  literature  of  almost 
any  subject  in  medicine  chosen  at  random  will  show  the 
amazing  infrequency  of  any  reference  to  the  English  or 
American  literature,  and  very  few  indeed  to  the  French. 
Thus  in  Riegel's  work,  the  article  on  ulcer  of  the  stomach 
has  four  and  a  half  pages  of  rel'erences,  seven  references 
are  to  English  writers,  five  are  to  papers  by  Riegel  liimself. 
The  name  of  Brinton  is  not  even  mentioned  in  this  list, 
and  yet  it  is  probable  that  in  his  small  book  there  is  more 
of  the  truth  of  the  matter  of  gastric  diseases  than  in  all 
the  interminable  treatises  published  by  all  the  German 
physicians  since  his  death.  This  almost  exclusive 
reference  by  German  writers  to  the  works  of  their 
own  countrymen  was  greatly  helped  by  their  publishers. 
In  the  last  few  years  I  have  heard  move  than  once  from 
friends  of  my  own  in  the  medical  profession  in  Italy,  in 
Spain,  and  in  Norway,  that  it  was  impossible  to  obtain 
from  an  English  or  American  publisher  a  copy  of  any 
medical  work  on  approval.  A  surgeon,  desirous  of  seeing 
a  new  work  in  any  special  department  of  surgery,  could 
only  do  so  by  purchasing  the  book  outright  and  taking  his 
chance  as  to  the  contents  being  to  his  liking.  Any  German 
publisher  would  send  him  all  the  books  or  journals  he 
desired  to  see  on  approval.  The  copies  of  new  German 
works  on  medicine  were  always  sent  to  the  editors  of 
foreign  journals  for  review.  A  new  medical  work  in 
English  was  rarely,  if  ever,  sent  to  Scandinavian  countries, 
to  Spain  or  to  Italy,  and  to  France  or  to  Germany  only  in 
the  case  of  a  work  of  outstanding  importance.  To  put 
this  matter  quite  briefly,  reference  could  always  and 
quite  easily  be  made  by  foreign  physicians  or  surgeons 
to  works  published  in  Germany.  It  was  difficult  to  hear 
of  English  works,  and  almost  impossible  to  obtain  them 
except  by  a  speculative  purchase.  To  the  claims  which 
Germany  makes  for  intellectual  supremacy  we  may  there- 
fore, speaking  of  scientific  surgery,  retort  by  a  firm  and 
flat  denial.  Not  one  single  discovery  of  the  first  im- 
portance in  the  science  or  in  the  art  of  surgery  can  be 
placed  to  the  credit  of  Germany.  Nor,  if  we  omit  the 
Semitic  element  in  the  Germany  of  today,  should  we 
expect  this  to  be  the  case.  For  the  German  mind  is 
deductive;  it  is  patient,  laborious,  massive;  but  it  is  not 
original.  The  German  is  not  an  innovator,  but  a  reno- 
vator; not  an  explorer,  but  an  exploiter;  not  a  creator, 
but  a  collector. 
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In  fonniug  any  estimate  of  the  work  carried  out  by 
British  iiatholof^ists  (Uuiiig  tlie  past  two  years  it  is 
necessary  to  bear  in  inind  the  position  of  medical  research 
in  this  country  wlien  the  war  broke  out.  Tlie  miuicrous 
and  important  medical  and  pathological  discoveries  which 
liave  had  their  birth  iu  England  l]ave  diicHy  been  the 
work  of  individual  men,  and  have  owed  little  to  co- 
ordinated research,  though  admirable  work  was  done  iu 
the  laboratories  of  the  different  universities,  of  the  Koyal 
College  of  Physicians  iu  Edinburgh,  and  iu  ujany  other 
places.  Up  to  tlie  year  1913  tlie  State  did  hardly  any- 
thing to  ailvance  knowledge  iu  medical  science ;  a"  small 
sum  doled  out  yearly  by  the  Local  Government  Hoard 
and  some  assistance  given  by  the  Colonial  Office  to 
the  Schools  of  Tropical  Medicine  represented  almost  all 
that  was  done,  though  it  would  be  unjust  to  ignore  the 
valuable  research  work  carried  out  by  the  pathological 
staff  of  tlie  Royal  Army  Medical  Corps.  Apart  from  the 
State,  such  endowed  institutions  as  the  Lister  Institute 
and  the  Imperial  Cancer  Kesearch  Fund  proved  that  as  a 
race  we  were  capable  of  sustained  and  not  unfruitful  effort 
on  the  lines  of  co-ordinated  research  where  the  oppor- 
tunities for  this  e.\isted.  Nevertheless,  individualism 
was  the  rule,  and  each  pathologist  tended  to  devote  his 
energies  to  the  research  which  liappened  to  appeal  to  him 
whenever  he  had  the  necessary  time  and  freedom  from 
financial  cares.  Even  under  these  conditions  the  output 
of  good  research  work  in  medical  science  was  by  no 
means  discreditable,  and  Englishmen  have  good  reason 
for  pride  in  the  share  which  this  country  has  taken 
iu  the  advance  of  our  knowledge  of  disease  and  of  its 
treatment. 

The  Insurance  Act,  however,  promised  a  revolution  iu 
research.  For  the  first  time  the  State  set  aside  a  con- 
siderable annual  sum,  between  fifty  and  sixty  thousand 
pounds  a  year,  for  the  express  jiurpose  of  advancing 
medical  knowledge,  and  the  Act  organized  machinery  for 
its  intelligent  expenditure.  The  guiding  hand  was  exer- 
cised by  a  body  of  nine  persons,  the  Medical  liescarcli 
Committee,  established  in  1913,  and  car(!fully  chosen  from 
amongst  those  known  to  have  the  power  of  organizing 
research  or  distinguished  in  its  prosecution.  Much  time 
and  thought  were  exjiended  by  this  committee  iu  elabo- 
rating their  schemes  of  action,  but  scarcely  had  the 
machinery  begun  to  move  when  the  war  broke  out  and 
interrupted  most  of  their  projects. 

A  gigantic  war,  carried  out  under  conditions  largely 
new,  necessarily  piesents  a  continuous  series  of  new 
medical,  surgical,  and  pathological  problems  recjuiring 
immediate  solution.  It  was  a  fortunate  thing  for  the 
country  that  the  Army  Medical  Service  was  well  organized 
and  efficient.  ^lany  of  the  problems  wliich  would  con- 
front us  had  been  foreseen  and  their  solution  thought  out. 
In  particular  the  jiathological  branch  of  the  service 
was  well  developed  and  excellently  officered  by  a  staff 
trained  in  the  well-equipped  laboratories  of  tlie  lioyal 
Army  Medical  College.  At  the  onset  of  the  war.  l;ow- 
ever,  the  .Army  Medical  .Service  found  itself  more  than 
fully  occupied  with  the  nec(;ssary  administrative  duties 
which  it  was  called  upon  to  fulfil,  so  that  it  was 
impossible,  for  its  staff  to  deal  at  once  with  all  the 
new  (iiiestions  wlii('h  arose.  it  was  now  that  the 
-Medical  Kesearch  Ccniimittei^  proved  its  value.  It  was 
already  a  "  going  concern,"  and  was  in  a  position  to  (hvert 
tlu' energies  which  wen;  to  hav(!  been  expended  on  research 
into  the  medical  problems  of  a  country  at  peace  to  th(^ 
solution  of  those  which  arose  in  coiiseipu>nce  of  war.  The 
commitlee  therefore  jjlaced  itself  at  the  disposal  of  the 
nalion,  and  especially  at  Uiv  service  of  tlie  military 
authorities;  its  llexible  organization  enabled  it  to  attack 
1K!W  problems  at  short  notic<'  and  with  maximum  <'rfeet. 
and  the  value  of  (he  results  which  have  been  attained 
under  ils  ausiic 'S   lias   been   iu  many  crises  iiiimediate  and 


remarkable,  as  will  appear  in  the  following  pages.  It  will  be 
convenient  to  group  the  chief  pathological  ])robleius  which 
have  been  met  during  the  war  and  discuss  them  seriatim. 


Tlie  Control  of  JCnteric  Fcccr. 

Enteric  fever,  the  great  medical  scourge  of  all  former 
wars,  has  been  reduced  in  this,  the  greatest  of  all  wars,  to- 
insignificant  proportions.  Two  factors  have  contributed 
to  this :  one  was  a  knowledge  of  the  "  carrier  "  danger,, 
wliich  was  met  from  the  outset  by  the  bacteriological 
examination  of  all  suspected  persons  and  their  prompt 
segregation ;  the  other  and  more  important  factor  wa& 
prophylactic  inoculation.  The  practice  of  inoculation, 
against  typhoid  fever,  which  we  owe  to  Sir  Almroth 
Wright,  had  been  tried  on  a  small  and  inadequate  scale  in 
the  South  .\frican  war,  with  not  wholly  convincing  results. 
It  had  since  proved  its  worth  in  our  Indian  army,  and  the- 
most  effective  methods  for  securing  protection  had  been 
worked  out  in  detail  by  the  pathologists  of  the  K.A.M.C. 
under  Colonel  Sir  AV.  B.  Leishman.  The  methods  devised, 
were  put  into  luactice  from  the  beginning  of  the  war,  and 
in  the  course  of  a  few  months  practically  the  whole  army 
was  inoculated.  Small  local  outbreaks  of  enteric  wer& 
promptly  suppressed,  and  the  total  number  of  cases  was 
extremely  small  in  comparison  with  what  might  liave 
been  anticipated.  The  inoculation,  however,  was  carried 
out  with  vaccines  of  B.  iypliosu^  alone,  and  the  protection 
afforded  against  infection  with  B.  parati/plioaus  (A  and  B) 
was  not  of  high  degree.  During  the  first  year  of  the  wai- 
actually  more  paratyphoid  than  typhoid  was  observed 
amongst  our  troops.  As  the  result  of  this  experience  tlie 
"War  Office  appointed  a  small  committee  of  pathologists  to- 
consider  the  advisability  of  including  paratyphoid  bacilli 
iu  the  prophylactic  inoculation.  The  <iuestion  of  dosage 
was  carefully  considered,  and  groups  of  men  were  experi- 
mentally inoculated  with  the  mixed  vaccine  to  make  sure 
that  the  constitutional  reaction  was  not  too  severe.  The 
tests  were  satisfactory,  and  from  the  beginning  of  1916  the 
new  triple  vaccine,  known  as  T.A.B.,  lias  been  the  sole 
official  vaccine  for  the  British  army,  and  has  proved  itself 
efficient  in  controlling  paratyphoid  as  well  as  typhoid 
fever. 

The  pathological  diagnosis  of  enteric  fever  has  been 
complicated  by  the  fact  that  practically  all  soldiers  were- 
inoculated  men,  so  that  the  old  methods  of  serum  ilia- 
gnosis  became  untrustworthy.  .\t  an  early  period  of  the 
war  Professor  Dreyer  of  Oxford  drew  attention  to  the 
method  of  carrying  out  agglutination  reactions  macro- 
scopically  with  standardized  killed  cultures,  which  he  had 
elaborated  iu  Copenhagen  some  years  previously.  Tlie 
advocacy  of  this  method  by  Professor  Dreyer  and  his 
colU'ague,  Dr.  Aiuley  Walk('r,  led  to  its  widc'spread  use, 
and  its  accuracy  proved  such  that  a  diagnosis  could  be 
made  even  in  triply-inoculated  men.  provideil  that  two  or 
three  observations  were  made  at  intervals  of  a  few  days,  so 
as  to  follow  the  agglutination  litres  of  the  blood  against 
the  three  bacilli  respectively.  The  Jledical  Kesearch  Com- 
mittee took  the  matter  up  and  established  at  Oxford  a 
laboratory  from  which  stantlardized  emulsions  together 
with  the  requisite  outfit  for  carrying  out  the  lest  have 
been  supplied  free  to  all  military  pathologists.  Driver's 
tecliniipii^  being  now  used  almost  universally.  Much 
valuable  information  about  the  course  and  diagnosis  of 
the  different  forms  of  enteric  fever  has  resulted  from  the 
widespread  use  of  this  slanilard  melliod,  which  has  tho 
;idvanl!ig(^  that  the  oiiservatioiis  of  dilTcrent  woikcrs  are 
sliictly  comparable. 

That  the  freedom  from  enteric  which  has  been  enjoyed 
by  our  armies  on  the  Western  front  is  due  to  tlie  care 
taken  iu  ensuring  inoculation,  and  to  the  sanitary  pre- 
cautious which  have  been  enforced,  is  shown  by  the  con- 
dition   of    affairs    wlierc    this    care    was    impossible    and 
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inoculation  iaconiplotc,  notably  in  the  Gallipoli  expedition. 
Here,  although  there  was  little  typhoid,  the  amount  of 
paratyphoid  was  by  no  means  inconsiderable,  but  exact 
figures  are  wanting  owing  to  the  lack  of  facilities  for 
diagnosis. 

Dysenieni. 

Of  this  second  great  medical  scourge  of  war  a  less 
favourable  tale  can  be  told,  inasmuch  as  no  specific  preven- 
tive measures  have  yet  been  devised.  It  has  not  been  found 
practicable  to  employ  prophylactic  inoculation  against 
bacillary  dysentery,  chiefly  on  account  of  the  higli  toxicity 
of  Shiga's  bacillus,  though  research  work  on  this  subject  is 
in  progress,  and  mention  may  be  made  of  the  method  of 
reducing  this  toxicity  by  the  action  of  hypoclilorites,  as 
suggested  by  Professor  Dean  of  Manchester.  Prevention 
has  therefore  been  reduced  to  liygionic  precautions  and  to 
the  search  for  carriers,  and  on  the  W'estern  front  these 
measures  have  hitherto  sufficed  to  prevent  any  serious  out- 
break of  dysentery,  in  spite  of  the  return  to  Franco  of 
large  bodies  of  troops  from  the  Mediterranean  area.  In 
tlie  Eastern  Mediterranean,  and  in  Mesopotamia,  dysentery 
has  prevailed  largely,  both  amoebic  and  bacillary,  and  has 
offered  an  opportunity  for  careful  study,  particularly  in 
the  cases  returning  home  to  this  country,  in  tlie  autumn 
of  1915  an  immense  number  of  cases  of  the  disease 
returned  home  from  the  Mediterranean  area,  and,  in  order 
to  avoid  any  risk  of  spread,  were  concentrated  by  the  War 
Ollico  in  certain  centres  scattered  over  England.  The 
Medical  Research  Committee  provided  laboratory  assistance 
at  these  centres  and  were  able  to  organize  courses  of 
instruction  in  protozoology  for  the  numerous  workers  who 
were  comparatively  unversed  in  that  subject.  In  the 
London  district  over  a  thousand  cases  were  studied  in  full 
detail,  and  the  facts  which  have  been  collected  will  afford 
a  mine  of  valuable  information  on  dysentery  and  allied 
diseases.  Some  of  the  work  has  already  been  published 
by  the  Medical  Research  Committee,  namely,  Dobell's 
report  on  amoebic  dysentery,  and  that  by  the  workers  at 
the  London  Hospital  on  tlie  investigation  of  878  cases  of 
bacillary  enteritis  from  the  Eastern  Mediterranean.  No 
such  opportunity  has  ever  occurred  for  the  study  of  the 
tropical  forms  of  dysentery  in  England,  and  many  new 
facts  have  been  brought  to  light. 

The  value  of  emetine  in  the  treatment  of  amoebic 
dysentery  has  been  abundantly  confirmed,  and  Dr.  Dale 
has  introduced  the  double  iodide  of  bismuth  and  emetine 
for  the  treatment  of  amoebic  carriers,  upon  whom  it  has 
been  used  with  successful  results.  Dr.  Dale  has  also 
shown  that  the  persistent  administration  of  emetine  may 
lead  to  symptoms  not  unlike  those  of  the  dysentery  it  is 
designed  to  cure. 

Cerehro-S2nnal  Fever. 

Although  this  fever  has  been  present  amongst  the 
British  forces  on  the  Western  front,  anxiety  has  chiefly 
been  felt  about  the  troops  in  training  in  England. 
For  the  first  time  the  disease  has  prevailed  epidemically 
over  the  whole  of  this  country,  affecting  equally  the  civil 
and  military  populations.  Strenuous  efforts  have  been 
made  by  the  War  Office  to  control  its  spread,  and  invaluable 
assistance  has  been  furnished  by  the  ^Medical  Research 
Committee  in  the  provision  and  equipment  of  bacterio- 
logical laboratories  for  the  purpose.  Lieut.  Colonel  j\l.  H. 
Gordon  was  placed  in  control  of  the  scientific  work,  and 
he  organized  laboratories  for  the  diagnosis  and  study  of 
cerebro-spinal  fever  at  numerous  centres  throughout  the 
country,  while  he  himself  and  his  immediate  staff  carried 
out  research  work  at  the  Central  Laboratory  at  Millbank. 
The  outcome  of  Lieutenant-Colonel  Gordon's  researches 
promises  a  distinct  advance  in  our  methods  of  combating 
the  spread  of  the  disease.  New,  cheap,  and  easily  pre- 
pared media  for  the  growth  of  the  meningococcus  have 
been  devised.  A  serological  study  of  the  races  of  this 
organism  concerned  in  the  epidemic  has  been  carried  out, 
with  the  result  that  the  chief  epidemic  strains  have  been 
determined  and  a  simple  nicaus  for  their  diagnosis  by 
agglutination  placed  within  the  reach  of  all  pathologists. 
The  importance  of  these  observations  is  tv.ofold.  The 
value  of  a  curative  serum  in  cerebrospinal  fever  depends 
upon  whether  the  particular  epidemic  strain  concerned  in 
a  given  case  of  the  disease  has  been  employed  in  producing 
the  serum.  The  serum  available  at  the  beginning  of  the 
epidemic,  largely  American  in  origin,  was  found  of   little 


value  in  treatment,  but  that  prepared  duriug  1915  from  a 
due  admixture  of  current  epidemic  strains  proved  of  con- 
siderable curative  potency.  In  the  second  place,  the 
problem  of  tlie  segregation  of  carriers  of  the  meningococcus 
is  simplified.  So  numerous  may  such  carriers  be  at 
certain  times  that  their  isolation  is  ahnost  impracticable 
Gordon  therefore  proposed  the  isolation  of  those  carriers 
only  who  bore  epidemic  strains  of  the  meningococcus. 
.-Vlthough  certain  risks  may  be  run  by  such  limitation,  it  has 
the  n^erit  of  reducing  the  numbers  to  be  isolated  within 
practicable  limits,  and  it  has  been  found  possible  to  carry 
out  this  policy,  at  least  in  a  military  population,  with 
satisfactory  results  as  regards  the  spread  of  the  disease, 
for  the  more  dangerous  carriers  have  been  eliminated. 
Another  useful  research  carried  out  by  Lieutenant-Colonel 
Gordon  has  been  in  relation  to  the  cure  of  chronic  carriers: 
by  causing  them  to  breathe  for  a  short  time  every  day 
the  air  of  a  room  saturated  with  a  fine  spray  containing 
chloramine-T  he  found  it  possible  to  cure  tlie  majority, 
though  not  all,  of  such  carriers  within  a  fortnight;  a 
special  spraying  apparatus  has  been  devised  for  this 
purpose.  It  may  be  added  that  valuable  work  on  the  races 
of  the  meningococcus  has  been  carried  out  in  military 
laboratories  in  Franco  by  .\rkwright  and  by  Ellis;  and, 
further,  that  a  very  thorough  study  of  the  same  subject 
amongst  the  civil  population  has  been  going  on  for  two 
years  in  the  laboratories  of  the  Local  Government  Board 
by  Drs.  Eastwood,  F.  Griffith,  and  Scott. 

Other  Medical  Diseases  Incident  on  Trench  Warfare. 

The  conditions  under  which  the  troops  have  fought  for 
the  past  two  years  have  been  associated  with  the  appear- 
ance of  epidemic  diseases  some  of  which  have  been  known 
before  while  others  have  previously  escaped  recognition. 
The  chief  work  on  diseases  of  this  character  has  necessarily 
been  catried  on  at  the  front,  where  they  arc  encountered 
in  the  acute  stage  ;  their  clinical  features  have  been  defined 
by  the  work  of  the  physicians  and  their  etiology  studied 
by  pathologists  at  the  base  hospitals.  Lack  of  space 
prevents  our  doing  much  more  than  to  allude  to  them 
here,  and  indeed  so  muih  remains  to  be  found  out  con- 
cerning most  of  them  that  few  positive  assertions  can  be 
made. 

Trench  nephritis  has  been  exceedingly  prevalent,  and 
its  course  and  symptomatology  are  now  familiar,  but  we 
have  failed  to  discover  the  exciting  cause  in  spite  of.  a 
large  amount  of  work  both  in  France  and  in  England. 
The  balance  of  evidence  is  in  favour  of  the  view  that  it  is 
an  infective  malady,  but  no  definite  microbe  is  demon- 
strable,  and  efforts  to  transmit  the  disease  to  animals  have 
so  far  proved  vmsucccssful.  A  very  complete  clinical  study 
of  this  form  of  nephritis  has  been  made  by  Captain 
Langdon  Brown  at  St.  Bartholomew's  Hospital,  so  far  as 
concerns  the  stages  at  which  cases  reach  England,  while 
the  chemical  pathology  of  the  urine  has  been  elaborately 
investigated  by  Captain  Mackenzie  Wallis.  Two  meetings 
have  been  held  for  the  discussion  of  the  disease,  one  at  the 
Royal  Society  of  Medicine  and  one  at  the  Medical  Society 
of  London.  At  the  last  of  these  meetings  Lieutenant 
Dunn  sliowed  a  valuable  series  of  histolof^ical  preparations 
which  he  had  made  from  recent  cases  in  France. 

Trench  fever  is  a  novel  disease  which  received  this  name 
towards  the  end  of  1915,  when  Captain  Hunt  and  Major 
A.  C.  Rankin  published  an  account  of  thirty  cases.  It 
appears  to  be  distinct  from  any  fever  hitherto  recognixed, 
and,  according  to  Captain  McNeeand  Lieutenant  Kenshaw, 
who  -published  a  careful  account  of  it  in  April,  1916,  it 
assumes  two  forms,  the  second  being  the  relapsing  variety. 
The  two  latter  observers  were  able  to  reproduce  the  disease 
in  man  by  injecting  the  blood  from  active  cases  into 
volunteers  for  the  experiment,  and  they  further  showed 
that  the  infecting  property  resided  in  the  corpuscles  and 
not  in  the  serum.  Xevertlieless,  they  were  unable  to 
demonstrate  any  visible  [larasite  in  the  blood,  and  the 
natural  mode  in  which  the  disease  is  conveyed  is  still  a 
matter  of  conjecture.  Captains  Davies  and  Weldon  have, 
however,  in  one  case  reproduced  the  diyease  in  man 
through  the  inteiiuediation  of  the  louse. 

Infective  Janndirc,  often  known  as  "  Weil's  disease,"  has 
been  of  not  infrequent  occurrence  in  France,  as  well  as  in 
the  Mediterranean  area,  and  the  infecting  agent — Spiro- 
chaeta  ictervhaiinr,rrliai/iar^}\ix»  been  repeatedly  demon- 
strated.    Cholera  e.U(}  tijplins  fever  have  fortunately  been 
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conspicuous  by  their  absence  among  tlie  BriLisli  forces,  but 
admirable  work  was  done  in  the  control  of  typhus  by  tlie 
British  liospital  units  in  Serbia,  chiefly  by  eliminating  lice. 

The  Slinhj  and   Trcaliheiit  of  W'otind  Infcclious. 

This  subject  has  naturally  occu[)ic(l  a  foreuost  position 
in  the  jirescnt  war.  The  majority  of  modern  surgeons, 
trained  in  tlie  aseptic  school,  fonnd  theujselves  confronted 
by  totally  novel  problems  in  the  vast  numbers  of  severe 
wounds,  grossly  contaminated  by  faecal  bacteria,  including 
the  most  dangerous  anaerobes.  From  the  first,  both 
surgeons  and  pathologists  set  themselves  to  work  to 
overcome  difficulties  which  had  never  before  been  pre- 
sented in  bulk  since  the  rise  of  aseptic  surgery.  And 
alnlos^.  from  the  first  two  schools  of  treatment  arose,  the 
one  condemning  the  use  of  antiseptics  as  a  means  of 
purging  a  wound  of  its  bacteria  and  trusting  in  "physio- 
logical methods"  of  treatment,  the  other  advocating 
germicides  of  one  sort  or  another. 

The  apostle  of  physiological  methods  was  Colonel  Sir 
Almroth  E.  Wright,  the  chief  of  the  Bacteriological 
Department  of  the  Medical  Kesearch  Conmiittee,  wlio 
was  liberated  for  service  as  a  consultant  at  the  front.  He 
occnpied  a  pathological  laboratory  at  Boulogne,  and 
commenced,  with  the  assistance  of  a  number  of  fellow- 
workers,  mostly  his  own  trained  pupils,  a  laborious  investi- 
gation of  the  conditions  obtaining  in  wounds  from  the 
point  of  view  of  pathological  pliysiology.  Whatever  view 
may  be  held  as  to  the  best  treatment  for  infected  wounds, 
which,  for  the  surgeon,  is  a  matter  of  practical  experience, 
it  must  be  admitted  on  all  hands  that  the  study  carried 
out  by  Colonel  Sir  Almroth  Wright  and  his  colleagues  at 
Boulogne  was  a  brilliant  and  suggestive  piece  of  work. 
Various  new  technical  methods  were  devised  for  this 
study,  the  outcome  of  which  has  been  published  in  detail. 
From  a  surgical  point  of  view  the  methods  of  treatment  to 
wduch  it  gave  rise  consisted  essentially  in  the  encourage- 
ment of  a  free  How  of  lymph  into  the  wound,  for  which 
purpose  hy])ertonic  salt  solutions  were  chietty  employed. 
Pursued  to  its  most  extreme  degree,  this  method  developed 
into  the  inicking  of  septic  wounds  with  tablets  of  solid 
salt,  with  or  without  the  addition  of  sodium  citrate  ;  such 
treatment  was,  of  course,  temporary,  the  amount  of  salt 
used  being  reduced  after  a  few  days.  Excellent  results 
have  been  recorded  by  those  who  have  employed  this 
mode  of  treatment  in  selected  cases.  Sir  Almroth  Wright 
has  devoted  much  attention  to  the  problem  of  the  con- 
tinuous irrigation  of  wounds  with  saline  solutions,  and 
has  devised  methods  by  wliich  very  successful  results  have 
been  achieved. 

On  the  other  hand,  a  vast  amount  of  wcuk  on  anti- 
septics iu  their  application  to  wound  surgery  has  been 
carrit^d  out  by  pathologists  and  surgeons  both  in  England 
and  at  the  front.  The  crude  atteni])ts  at  sterilizing 
wounds  by  single  applications  of  such  powerfid  germicides 
as  carbolic  acid  have  been  larj^ely  abandoned,  though  ajipli- 
cations  of  a  mixture  of  equal  parts  ot  pure  carbolic  and 
camphor  liavi!  proved  useful  in  cases  where  the  nature  of 
the  woimd  permits.  The  most  successful  results,  how(^ver, 
liave  l.)eeu  obtained  through  researches  into  the  properties 
of  tin;  hypochlorites.  Two  separate  sets  of  researches  on 
these  lines  have  been  supported  by  the  Medical  ]{esearch 
Committee  and  hav(!  jirovcd  fruitful,  and  largely  identical 
in  their  practical  outcome.  Working  in  Edinburgh,  Pro- 
fessor Ijorrain  Suiitli,  with  the  aid  of  thre(!  colleagues, 
devised  a  condjiuation  of  bleaching  jiowder  and  calcium 
borate  which  ))roved  e>cceediiigly  efficacious  in  the  treat- 
njcnt  of  septic  wounds;  they  published  formulae  for  a 
solution  which  tln^y  termeii  '•eusol,"  and  a  powder, 
"eup.ul,"  which  have  now  been  extensively  used,  and  with 
marked  success,  (^uite  independently.  Dr.  Dakiii,  winking 
at  Compiegne,  jiroduced  a  very  similar  soluti(jn,  ei|ually 
successfid  iu  its  application.  On  the  suigi<'al  sidi;  he 
became  associated  with  Dr.  Carrel,  and  the  (-ollaboration 
of  these  two  wiirlicjs.  who  h:ive  introdu(H'd  a  special 
teclini(pie  for  the  crintiuiinus  irrigation  ot  wounds  with  the 
hypoehloroMs  s.ilutic.u,  has  issn<>d  in  a  method  of  wound 
treatiiient  wliicli  h,-is  led  to  marvellous  resnlls.  under 
which,  when  the  bactcui.il  floni  of  a  wound  has  bei;n 
lowered  to  a  certain  detined  point,  it  is  sale  to  perform 
seeoudary  elcisnre  and  sutiu-e.  This  method  of  (riMtment. 
wbii'h  does  not  couHiet  with  that  by  liv]>ertonic  saline,  has 
becduie     increasingly    jiopular     aumngst    siugeous    tit    the 


front,  and,  in  the  judgement  of  many,  is  tlio  most  efficient 
method  yet  introduced  for  dealing  with  septic  wounds. 

Dr.  Dakiu's  researches  did  not  end  with  the  introduc- 
tion of  the  hypoclilorous  solution,  for  he  proceeded  later, 
in  conjunction  with  Professor  Cohen  of  Leeds,  to  study  its 
mode  of  action  in  the  presence  of  jnotcins.  It  was  fonnd 
that  the  liyjiochlorous  acid  acted,  not,  as  formerly  sup- 
l)oscd,  as  an  oxidizing  agent,  but  by  the  formation  of 
chloramines.  .-\mongst  tlie  chloramines  whose  properties 
were  investigated  were  fonnd  several  of  considerable  dis- 
infectant power,  and  one  of  them — toluene-sodium  sulpho- 
chloramide — has  been  introduced  into  medical  and  surgical 
jiractice  on  a  commercial  scale  under  the  name  of  chlora- 
mine-T.  This  substance,  though  of  fairly  high  germicidal 
value,  is  almost  non-toxic,  and  has  no  action  on  albumin. 
It  has  thus  been  found  of  special  value  in  dealing  with 
wounds  involving  the  mouth,  and  it  has  proved  the  most 
efficient  drug,  wlien  atomized  by  a  steam  spray,  in  ridding 
chronic  meningococcus  carriers  of  their  infection.  It  is, 
further,  ab.sorbed  in  notable  amount  by  textiles,  and 
chloramine  gauze  has  been  found  to  possess  a  much 
higher  germicidal  value  than  any  other  antiseptic  gauze 
previously  iu  u.se.  Incidentally,  Dr.  Dakin  found  chlora- 
mine-T  a  useful  reagent  in  the  study  ot  the  chemistry  of 
proteins,  and  he  has  been  able  to  form  cyanides  from 
amino  acids. 

Another  important  application  of  the  hypochlorites  has 
lain  in  the  disinfection  of  hospilal  ships.  The  crowding  of 
large  numbers  of  cases,  many  of  them  suffering  or  con- 
valescent from  enteric  fever  or  dysentery,  in  these  vessels 
led  to  a  good  deal  of  secondary  infection  during  the 
voyage.  Tlie  process  of  generating  hypochlorites  by  the 
electrolysis  of  sea  water  has  liwig  been  known,  and  Dr. 
Dakin  devised  a  simple  plant  for  this  purpose,  using  the 
ordinary  ship's  current.  This  was  installed  exjierimentally 
on  the  AquHaniit,  and  gave  such  admirable  results  that 
the  method  is  now  wiilely  employed.  One  of  the  advan- 
tages presented  by  the  hypochlorites  as  disinfectants  is 
their  extreme  cheapness  :  tlie  saving  in  carbolic  acid  and 
cresol  in  one  voyage  of  the  Ai/nifiniid  was  estimated  to 
exceed  the  cost  of  tlic  electrolytic  cell  and  its  upkeep,  and 
the  efficiency  of  the  ilisinfectant  produced  was  so  great  as 
practically  to  abolish  cases  of  secondarj'  infection. 

One  other  disinfectant  introduced  during  the  war  wdiicli 
deserves  special  mention  is  tlavine,  now  termed  "acri- 
flavine."  This  substance,  originally  prepared  by  Benda  at 
Elirlich's  suggestion,  for  the  treatment  of  trypanosomiasis, 
had  nevi^r  been  subject  to  pro[)er  study  as  a  bactericide. 
This  study  was  undertaken  for  the  ^ledical  liesearch  Com- 
mittee i!.t  the  Middlesex  Hospital,  by  Dr.  Carl  Browning  and 
several  of  his  colleagues.  The  research  included  a  number 
of  acridiue  compounds  besides  tlavine.  and  embraced  also 
brilliant  green  and  aniline  dyes,  but  the  properties  of 
fiavino  i)lace  it  almost  apart  from  other  germicides. 
Nearly  all  the  chemical  substances  which  destroy  bacteria 
are  inimical  also  to  living  tissue  cells,  and  impair  the 
))liagocytic  functiniis  of  the  leucocytes.  Flavine,  according 
to  Dr.  lirowning's  report,  is  lai'gely  free  from  these  objec- 
tions ;  that  is  to  say,  it  is  effective  as  a  germicide  in  dilu- 
tions which  are  harmless  to  the  tissues,  and  do  not  impair 
the  phagocytic  jiowers  of  leucocytes.  More  than  this, 
almost  all  other  disinfectants  are  subject  to  the  grave  dis- 
advantage that  their  activity  is  hindered  or  even  abolished 
in  presence  of  albumins;  it  is  claimed  for  tlavine  that  it  is 
a  more  active  germicide  in  serum  than  in  distilled  water. 
The  clinical  trials  of  tlavine  at  the  Middlesex  Hosjiital 
appear  to  supiiort  these  laboratory  investigations,  but  at 
the  moment  the  stock  of  fiavine  available  is  not  sutficieut 
for  wider  trials,  though  its  commercial  production  lias 
been  begun. 

It  iumhI  hardly  be  said  that  the  opportunities  for  studying 
the  bactiu-iology  of  se])tic  wounds  which  have  so  freely 
offered  themselves  have  led  to  a  large  amount  of  research 
work,  the  most  important,  because  the  most  novel,  part  of 
which  has  Ijeen  the  study  of  anaerobic  infections.  The 
universality  of  such  infections  has  attracted  attention  to 
them  in  almost  every  pathological  laboratory,  and  the 
op|)ortunities  for  investigating  gas  gangreni;  in  the  base 
hospitals  in  l'"rance  have  been  well  utilized,  though  the 
results  have,  (lerhaps,  betfn  of  surgical  rather  than  patho- 
logical novelty.  .An  important  observation  is  that  of 
Dr.  Dale,  who  has  brought  forward  evidence  that  the 
so  called  "toxins"  of  certain  of  the  anat'robic  bacilli 
connected  with   gas  gaugriMie  are  really  salts  of   ammonia. 
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Specific  studies  of  the  anaerobic  infections  of  wounds  have 
been  carried  out  for  the  Medical  Research  Committee  by 
several  groups  of  observers  in  this  country,  notably  by 
Drs.  Mcintosh  and  Fildes  at  the  London  Hospital,  and 
by  Professor  Dean  at  Manchester;  while  at  the  Lister 
Institute  Miss  Robertson  has  been  similarly  occupied. 
Our  knowledge  of  the  classification  and  characters  of  these 
bacilli  Las  gained  much  in  precision  and  extent. 

Tetanus. 

In  the  early  days  of  the  war  tetanus  of  a  severe  type  was 
common  amongst  the  wounded,  and  the  control  of  this 
disease  by  the  prompt  administration  of  a  prophylactic 
dose  of  antitoxic  serum  to  all  wounded  men  will  rank  as 
one  of  the  triumphs  of  preventive  medicine  in  the  present 
war.  Early  in  1916  the  War  Office  appointed  a  Committee 
for  the  Study  of  Tetanus  under  the  chairmanship  of 
Surgeon- General  Sir  David  Bruce,  C.B.,  F.R.S.  This 
Committee  has  met  at  short  intervals,  and  being  furnished 
with  the  data  as  to  all  cases  occurring  in  military  hospitals 
in  England,  is  accomplishing  good  work  in  connexion  with 
prophylaxis  and  treatment,  to  which  the  appointment  of 
tetanus  inspectors  in  all  the  different  military  commands 
has  been  of  assistance.  The  practice  of  prophylactic 
inoculation  has  not  only  greatly  diminished  the  incidence 
of  tetanus,  but  in  large  numbers  of  cases  has  profoundly 
modified  its  nature  and  course  when  it  does  occur. 
The  recognition  of  "local  tetanus"  as  opposed  to  the 
generalized  disease  was  first  made  by  P'renoh  observers 
as  a  phenomenon  of  partial  protection,  and  their  observa- 
tions have  been  fully  confirmed  by  the  occurrence  of 
similar  cases  in  this  country  and  amongst  our  wounded 
abroad.  Every  gradation  has  been  observed  between  a 
tetanus  strictly  limited  to  the  wounded  limb  and  the 
general  disease,  and  it  has  been  found  that  the  more 
localized  the  tetanus  the  better  is  the  prognosis.  With 
regard  to  the  treatment  of  declared  tetanus  there  is  still 
considerable  dispute  as  to  the  best  route  for  administering 
the  specific  antitoxin.  The  War  Office  Committee  has 
from  the  first  advocated  the  intrathecal  route,  and  has 
instigated  experimental  work  relating  to  this  matter,  which 
is  not  yet  sufficiently  advanced  for  publication. 

The  Life-IIistorij  of  Bilharxia. 

The  presence  in  Egypt  of  large  numbers  of  Imperial 
Forces  was  attended  by  grave  risks  of  the  outbreak 
amongst  them  of  certain  of  the  endemic  diseases  of  that 
country,  and  not  the  least  of  these  was  infection  by 
bilharzia.  The  complete  life  history  of  this  parasite  was 
unknown,  and  had  baffled  Looss  and  other  investigators,  so 
that  there  was  no  knowledge  of  the  special  precautious 
that  ought  to  be  taken.  In  these  circumstances  the 
Medical  Research  Committee  co-operated  with  the  War 
Office  and  the  London    School  of    Tropical  Medicine   in 


sending  out  a  special  mission,  headed  by  Dr.  Loiper,  to 
study  the  subject.  This  mission  successfully  solved,  in  a 
few  months'  work,  the  main  problem  involved,  proving 
that  the  intermediate  host  of  the  worm  is  a  freshwater 
mollusc ;  and  further  work  during  1916  has  shown  that 
the  two  main  species  of  bilharzia  in  Egypt  have  distinct 
intermediate  hosts :  that  of  Bilharzia  mansoni  being 
Planorbis  boissyi,  while  Bilharzia  haematobium  has  two, 
and  perhaps  three,  species  of  Bullinus  (B.  contortui, 
B.  dyboivskiji,  and  probably  B.  innesi)  as  intermediate 
hosts.  Cheap  and  efficient  means  have  been  found  for 
rendering  infected  waters  safe,  and  have  been  brought 
into  use  in  all  military  camps.  For  the  first  time  the  way 
is  opened  up  for  the  eradication  of  this  grievous  infection 
from  the  country,  a  result  all  the  more  earnestly  to  be 
desired,  since  no  means  of  destroying  the  worm  has  been 
found  when  once  it  has  established  itself  in  the  human 
body. 

Trench  Foot. 

Very  large  numbers  of  men  were  invalided  from  the 
Western  front  during  the  winter  of  1914-15  with  the  con- 
dition at  first  regarded  as  frost-bite,  but  now  commonly 
termed  "  trench  foot."  Professor  Delepine  investigated 
this  subject  at  Manchester,  while  Professors  Lorrain  Smith 
and  Ritchie  with  Dr.  Dawson  carried  on  a  research  for 
the  Medical  Research  Committee  at  Edinburgh.  It  has 
been  shown  that  "  trench  foot  "  is  a  minor  state  of  frost- 
bite, the  damage  inflicted  being  usually  short  of  imme- 
diate death  of  the  tissues.  The  experimental  work  of 
Lorrain  Smith  and  his  colleagues  upon  the  rabbit  shows 
that  the  primary  lesion  is  vascular,  with  a  secondary  in- 
flammatory reaction  when  the  subject  is  removed  from 
the  causal  environment.  The  difference  between  this  and 
true  frost-bite  is  one  of  degree  only,  and  the  severer  forms 
of  trench  foot  end  in  gangrene.  Professor  Delepine  has 
shown  the  importance  of  a  layer  of  air  surrounding  the 
lower  extremity  in  preventing  trench  foot,  and  hasdevised 
a  simple  and  light  bag  of  oiled  silk  which  can  be  worn  by 
those  exposed  to  continuous  wet  and  cold  in  the  trenches, 
and  which  has  proved  a  considerable  safeguard. 

The  foregoing  short  account  of  what  has  been  accom- 
plished during  the  war  by  British  pathologists  is  neces- 
sarily incomplete.  Much  tliat  has  been  done  may  not  yet 
be  written  about,  and  no  attempt  has  been  made  to  enter 
into  full  details  as  to  that  which  is  already  public  property. 
This  slight  sketch  of  some  of  the  more  important  work 
which  has  been  accomplished  will  suffice  to  show  that  in 
pathology,  no  less  than  in  the  other  sciences,  advances 
have  been  made  under  the  stress  of  national  necessity, 
during  the  two  years  and  a  half  of  war  which  could  hardly 
have  been  expected  in  twenty  years  of  ordinary  work; 
and  although  it  has  been  "  war  work,"  it  represents  a 
solid  contribution  to  science  which  will  be  valid  for  the 
years  of  peace  to  come. 


CHAPTER    III. 


BACTERIOLOGY    AT     THE    FRONT. 

BY 

Colonel    Sir   WILMOT   P.   HERRINGHAM,   C.B.,   M.D.,   F.R.C.P., 

Consulting  Putsician. 


Bacteriological  investigation  in  hospitals  of  the  front 
line  has  been  a  novel  feature  of  this  war.  Nothing  of  the 
kind  has  been  practised  in  any  of  our  previous  campaigns. 
It  has  been  rendered  possible  by  equipping  motor  vans 
as  mobile  laboratories.  The  first,  which  was  sent  out 
in  October,  1914,  had  been  a  pleasure  caravan.  It  was 
"utted  and  fitted  with  incubators  aud  all  the  other 
apparatus  of  bacteriological  work,  and  was  followed  by 
many  others  of  the  same  type.  They  liave  been  attached 
to  a  clearing  station  or  a  group  of  clearing  stations, 
and  the  officer  in  charge  is  provided  with  a  small  motor 
car,  so  that  he  can  go  to  any  place  'in  his  area  where 
his  services  may  be  wanted. 
4 


Tliese  officers  perform  three  functions  : 

1.  They  examine  all  kinds  of  morbid  products  from  tlie 
hospital  wards,  and  thus  aid  in  the  diagnosis  of  enteric 
fevers  and  other  epidemic  diseases  on  the  medical  side, 
and  of  the  various  forms  of  infection  that  attack  surgical 
wounds. 

2.  They  examine  contacts  in  cases  of  infectious  fever 
and  search  for  carriers  both  among  the  troops  and  in  the 
civil  population. 

3.  They  investigate  new  forms  of  disease  that  appear 
among  the  troops  in  order  to  discover  their  causes  and  the 
means  of  prevention. 

Instances  of  the  first  class  of  work  are  the  examinations 
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made  of  the  blootl  and  excreta  in  cases  suspected  of  enteric 
fever,  of  malaria,  or  of  dysentery,  and  of  the  cerebrospinal 
fluid,  or  the  nasal  mucus  where  cerebro- spinal  fever  is  in 
question. 

In  the  first  year  of  the  war  the  diagnosis  of  enteric  at 
the  front  was  comparatively  easy.  JJut  when,  in  January, 
1916,  tlie  triple  inoculation  against  typhoid  and  para- 
typhoid A  and  B  came  into  use,  it  became  much  more 
difficult.  Firstly,  tlie  culture  of  the  bacilli  from  the  blood 
is  very  uncertain  in  inoculated  nicu  after  the  first  three 
days  of  fever,  and,  since  the  early  symptoms  are  slight 
and  are  not  distinguishable  from  those  of  many  other 
fevers  that  prevail,  few  patients  arrive  at  a  clearing  station 
within  that  time.  Secondly,  the  triple  inoculation  so  com- 
plicates the  agglutination  test  that  it  is  only  aiter  three  or 
four  trials  and  a  comparison  of  the  results  that  a  con- 
clusion can  be  reached.  .As  this  takes  twelve  or  fourteen 
days  it  is  only  carried  out  at  the  front  in  the  comparatively 
few  cases  that  are  retained  in  the  infectious  hospitals 
there,  nor  is  it,  even  with  the  repeated  examination  of  the 
excreta  in  addition,  always  possible  to  obtain  bacteriological 
evidence  in  cases  where  the  clinical  symptoms  render  the 
diagnosis  certain. 

In  the  case  of  cerebro-spiual  fever.  Captain  Ellis,  of  the 
Canadian  Mobile  Field  Laboratory,  established  at  the 
same  time  as  Lieutenant  Colonel  Mervyn  Gordon  at 
home  the  existence  of  different  types  of  the  meningo- 
coccus distinguishable  by  agglutination  and  absorption 
tests. 

During  1915  cases  were  also  observed  in  which,  with 
acute  symptoms  just  like  those  of  cerebrospinal  fever, 
the  cerebrospinal  fluid,  though  under  high  pressure, 
contained  no  polymorphs  and  no  meningococci,  but 
lymphocytes  in  excess.  This  condition  we  called 
lymphocytic  meningitis.  It  was  never  fatal.  Later  on 
several  cases  of  meningococcal  septicaemia,  which  is  a 
very  acute  and  rapidly  fatal  disease,  were  discovered  by 
the  bacteriologists. 

Certain  cases  of  dysentei'y  occurred  and  were  accom- 
panied by  a  considerable  amount  of  non-dysenteric 
diarrhoea.  A  large  an)ount  of  diagnostic  work  was  carried 
out  by  the  mobile  laboratories  of  tliis  area. 

The  next  function  of  these  officers  is  to  discover  the 
source  of  an  infection,  and  to  stop  it  from  spreading.  In 
cases  of  enteric  the  work  was  very  elaborate.  In  tlie  first 
place,  a  systematic  search  was  made  for  recent  or  chronic 
carriers  among  the  troops.  Thus,  in  one  regiment  a 
carrier  was  discovered  in  the  regimental  kitchen.  In 
another,  which  had  lately  received  reinforcements,  no 
less  tluiu  96  men  had  to  be  examined  before  the  carrier 
was  found.  But  the  source  of  infection  was  not  always  in 
the  troops.  The  part  of  Flanders  that  we  held  was  a 
liotbed  of  enteric,  and  many  eases  were  found  in  the  civil 
population.  The  search  for  tliese,  in  which  the  bacterio- 
logists were  aided  by  the  Belgian  sanitary  officer.  Dr.  do 
Wulf,  and  also  by  the  Society  of  Friends,  was  very  difficult. 
In  one  village  cases  of  enteric  occurred  in  three  successive 
formations  that  were  billeted  there.  No  civil  cases  could 
be  traced,  until  news  was  brought  of  a  child  that  had  been 
sent  away  to  convalesce  at  a  neighbouring  farm.  The 
clue  was  followed,  and  the  family  to  which  the  child 
belonged  were  identified  as  the  source  of  tlie  outbreak-. 
Tlu^y  kept  an  estaminet,  and  sold  food  to  the  soldiers. 
Many  carriers  of  dysentery  have  also  been  discovered  and 
isolated. 

The  conditions  of  warfare  iiiade  it  far  less  possible  to 
obtain  contacts  of  cerebro  spinal  fever  at  the  front  where 
men  arts  constantly  moving,  than  it  is  at  iioiiie  where  a 
man  may  be  stationary  for  wec^ks. 

The  subject  is  extrenuily  dillicult,  and  even  now  tlie 
method  of  diagnosis  that  satisti(!s  one  bacteriologist  is 
lield  insulfi(Ment  by  another.  I  do  not  remember  any 
instance  in  wlii<-li  we  could  connect  two  cases  of  tlu;  fever 
as  cause  and  effect,  or  as  caused  by  the  same  infection. 
Tliey  liave  been  very  uncommon,  even  under  the  conditions 
at  home. 

As  instances  of  the  examination  of  new  or  little 
known  forms  of  disease,  1  may  mention  trench  fever,' 
investigated  by  Captain  McNec!  ;  spii-oehaetal  fev(!r,'- 
by  Captain  Adrian  Stokes;  gas  gangrene;'  and  the 
histology  of  tlie  iirevaleut  nephritis,  by  fiieutenant 
Dunn.' 

.'s  these  researches  will  no  doubt  bo  dealt  with  und<!r 
i/heir  separate  headings,  it  needs  only  to  refer  to  them  here 


as  examples  of  excellent  work  done  in  the  laboratories  of 
the  front  and  of  the  importance  of  tliis  organization. 

UBFi:nKNCE8. 

'  Hkitish  MkdicaI/  Jocknal.  February  12tli.  1916.  ^Lancet, 
.January  27th,  1917.  ^Mcjjee  and  Dunn.  Hhitish  Mkuical  .TopnNAL, 
1917.  '  liancel.  November  18tli.  1916.  Medical  Society's  Transactions, 
and  also  report  to  Medical  Kescarcli  Committee  by  McNee  and  Dunn. 


TREXCII    FEVER    AND    ITS    ALLIES. 

In  the  first  winter  of  the  war  there  were  many  cases  of 
stiffness  and  pain  in  various  parts,  especially  in  the  muscle* 
of  the  back  and  shoulders,  with  some  fever,  and  there  were 
also  a  few  cases  which  were  thought  to  be  influenza,  but 
in  the  spring  of  1915  our  attention  was  drawn  to  the 
frequency  of  a  form  of  fever  which  struck  every  one  as 
novel.  The  men  were  often  seized  suddenly,  perhajis 
when  performing  a  duty,  with  a  vertigo  or  faintness  so 
severe  as  to  drop  them  in  their  tracks.  -\  severe  head- 
ache, especially  at  the  back  of  the  eyes,  and  a  pain  in  the 
back  began  almost  at  once.  Occasionally  there  was  pain 
in  the  left  hypochondrium.  AV'lien  the  men  reached  the 
clearing  station  they  complained  of  much  pain  in  the  legs, 
especially  down  the  shins.  Many  could  not  boar  tlic 
pressure  of  the  bedclothes.  In  some  the  pain  was  rather  in 
the  muscles  of  the  thigh,  and  in  a  few  it  was  felt  in  the 
calf.  Along  with  these  symptoms  the  tongue  was  furred, 
the  appetite  bad.  nausea  was  not  infrequent,  and  the 
bowels  were  constipated.  There  was  no  cough,  and  the 
lungs  were  unaffected.  The  pulse  was  from  70  to  80,  and 
the  heart  was  natural.  The  spleen  was  not  enlarged,  and 
there  was  no  albuminuria.  The  temperature  rose  quicklj', 
reaching  102'  F.  or  more  on  the  second  day.  Occasionally 
the  temperature  rose  to  105  F.,  and  was  accompanied  by 
stupor.  It  fell  on  the  third  and  fourth  to  normal,  and  then 
in  many  cases  rose  again  on  tlie  fifth  or  sixtli  day,  to  fall 
again  on  the  ninth  or  tenth.  This  saddle-backed  curve 
resembled  that  of  the  plilebotomus  fever  of  the  Mediter- 
ranean, and  the  symptoms  were  not  dissimilar,  though 
milder,  but  there  was  no  plilebotomus  in  this  country.'  '' 

As  further  cases  were  observed,  it  was  discovered  that 
the  relapse  might  take  place  at  different  intervals,  even 
after  ten  days  of  a  normal  temperature,  but  that  for  each 
patient  the  cycle  was  regular.  Thus  in  one  patient  the 
cycle  might  be  seven  days,  in  another  ten,  and  in  another 
even  thirteen  days.  The  periods  of  normal  temperature 
lasted  five,  eight,  and  eleven  days  respectively,  and  were 
interrupted  by  a  sudden  fever,  which  might  rise  to  104=  F. 
and  as  quickly  disappear.  As  the  disease  continued  the 
fever  rose  each  time  to  a  gradually  lower  level,  and  the 
intervals  might  become  longer.'^ 

In  a  large  number  of  cases  there  was  only  one  bout  of 
fever.  Many  had  only  one  relapse,  but  if  there  was  more 
than  one  there  were  frequently'  many,  and  such  a  patient 
might  continue  ill  for  many  weeks. 

Such  charts  as  these,  with  a  sharp  and  sudden  rise, 
separated  by  regular  and  afebrile  periods,  were  strongly 
suggestive  of  the  life-cycle  of  some  blood  parasite,  and 
every  method  was  followed  which  gave  hope  of  its  dis- 
covery. U])  to  the  present  no  such  liody  has  been  found, 
but  it  h.as  been  shown  that  the  fever  can  be  communicated 
by  the  blood  from  a  patient  if  injected  into  a  healthy  man, 
and,  further,  that  the  virus  is  connected  with  the  red 
blood  cells  and  not  with  the  serum.  It  has  bei'U  a  common 
opinion  that  whatever  the  virus  m,ay  be  it  is  conveyed  by 
the  louse,  and  there  are  a  few  facts  to  support  this.' 

No  case  proved  fatal,  and  the  great  majority  nuidc  'a 
speedy  recovery,  but  some  were  left  with  irregularity  of 
tlic  heart,  which  persisted  for  a  long  time.  Cases  of  re- 
currence after  intervals  of  good  health  \v<'ii"  not  unknown; 
it  was  evident  that  one  attack  did  not  produce  immunity. 

i\Iany  drugs — including  the  salicyli<'  a<'id  compounds, 
and  (juinine  b)'  the  mouth,  and  salvarsan.  ami  antimony 
by  injections — were  tried.  None  had  any  effect  upon  the 
course  of  the  fever.  In  a  few  cases  aspirin,  and  in  more 
morphine,  relieved  the  pain  temporarily. 

.Along  with  this  relapsing  form,  which  was  called  trench 
feviM-,  there  were  others  which  showed  no  relapse,  though 
the  symptoms  were  the  same.  Some  of  them  had  a  hog- 
backed  curve,  the  highest  points  lying  towards  the  middle 
of  the  curve,  which  fell  to  normal  about  the  tenth  day. 
Otluirs  had  a  low  pyrexia,  never  rising  mucii  above 
100  !•".,  hut  lasting  a  fortnight  or  three  weeks.  In  the 
summer  of  1916  a  number  of  cases  of  short  fever  were  seen 
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in  wliich  the  spleen  was  enlarged.  These  cases  were 
occasionally  observed  at  other  times.  They  were  probably 
a  special  form. 

Some  thought  that  they  could  distinguish  a  special  type 
which  they  called  shin  fever,  but  this  could  not,  on  wider 
investigation,  be  established.  It  should  be  added  that 
pain  in  the  shins  was  not  peculiar  to  any  fever.  It  was 
seen  in  typical  cases  of  enteric. 

Some  bacteriologists  found  various  infections  in  the 
blood  of  these  cases,  but  their  results  were  not  confirmed. 

The  chief  diseases  from  which  these  fevers  had  to  be 
distinguished  were  one  of  the  enteric  fevers  and  influenza. 
It   was  not   until  repeated  examinations,  extending  over 


some  hundreds  of  cases,  had  been  made  that  we  felt 
justified  in  excluding  the  former.  Influenza  is  so  proteau 
a  disorder  that  its  exclusion  was  still  more  difficult.  There 
were  in  these  fevers,  however,  no  catarihal  symptoms,  the 
B.  injiuenzae  was  never  found  in  the  blood,  aud  the  cases 
occurred  only  at  the  front  or  among  the  personnel  of  hos- 
pitals where  the  cases  were  treated.  It  was  not  a  general, 
epidemic  as  influenza  usually  is. 

Referknces. 
*  Graham,   Lancet.    September    25th,    1915.      '^  Ranldn    and     Hunt. 
Jvaiicef.  November  20tb,  1915.    -^McNee,  Brunt,  and  Uenshaw.  ItKlTlSH 
Medical  .Journat>,  February  12tli,  1916.   ■*  Davies  and  \\'eldon,  Lancet^ 
February  3rd,  1917. 
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BIOCHEMISTRY    AND    WAR    PROBLEMS. 

BY 

H.  D.  DAKIN,  D.Sc,  F.R.S. 


The  application  of  science  to  every  department  of  modern 
warfare  is  universally  appreciated.  Without  the  coopera- 
tion  of  tlie  engineer,  the  physicist,  and  the  chemist,  war- 
fare could  not  approach  its  present  destructive  character. 
But,  apart  from  these  activities,  the  importance  of  which 
can  hardly  be  over-estimated,  a  large  amount  of  purely 
scientific  endeavour  has  been  devoted  to  the  conservation 
of  the  health  of  those  taking  an  active  part  in  the  present 
struggle.  The  object  of  the  following  notes  is  to  indicate 
a  few  striking  examples  of  what  may  be  termed  constructive 
applications  of  biochemistry. 

PUIUFICATION    OF    WaTER. 

The  supplying  of  a  large  army  in  the  field  with  safe  and 
palatable  drinking  water  is  obviously  a  problem  of 
immense  practical  importance.  The  difficulties  encoun- 
tered, particularly  when  troops  are  living  in  typhoid- 
infected  areas,  were  great,  but  the  sanitary  service  of  the 
army  has  every  reason  to  feel  proud  of  the  great  success  it 
has  achieved  in  tliis  direction.  Tlie  use  of  chlorine  com- 
pounds for  the  sterilization  of  polluted  waters  has  long 
been  practised,  particularly  in  typhoid-infected  areas  in 
America,  but  the  application  of  the  method  on  a  huge 
scale  to  field  conditions  required  additional  experience  and 
experiment.  The  care  bestowed  in  the  control  of  the 
army  water  supplies  by  both  chemical  and  bacteriological 
methods  has  been  fully  justified  by  the  results,  and  if -the 
publication  of  statistics.^were  permitted,  it  would  appear 
that  some  otlier  nations  had  still  much  to  learn  in  this 
direction.  While  the  excellent  typhoid  statistics  of  the 
British  army  are  doubtless  in  large  measure  due  to  pro- 
tective inoculation,  the  efficient  supplementing  of  this 
procedure  by  the  provision  of  safe  water  supplies  is  no 
inconsiderable  factor. 

Accessory  Food  Factors  (Vitamines). 

Questions  of  diet  are  of  no  less  importance  than  water 
supply.  In  recent  years  biochemical  studies  have  indi- 
cated the  necessity  of  the  presence  of  certain  substances 
in  relatively  small  amounts  in  order  to  make  an  otherwise 
ample  diet  adequate  for  maintenance  or  growth.  The 
earliest  experiments  of  this  kind  were  made  at  Cambridge 
by  Professor  Hopkins  and  Miss  Wilcox.  They  found  that 
mice  furnished  with  a  diet  containing  liberal  amounts  of 
fat,  carbohydrate,  aud  protein,  which  were  much  more 
than  sufficient  to  furnish  the  euergy  requirements  of  the 
organism,  failed  to  sustain  life  if  a  particular  aminoacid, 
discovered  by  Hopkins,  was  not  a  constituent  of  the 
protein.  This  heterocyclic  aminoacid,  tryptophane,  sys- 
tematically named  indole  a-aminopropionic  acid,  was 
found  as  a  constituent  of  many  proteins,  but  not  all.  It  is 
absent,  for  example,  from  gelatine,  this  being  one  reason 
why  gelatine  is  an  incomplete  protein  food.  Hopkins  and 
Wilcox  found  that  addition  of  .small  amounts  of  trypto- 
phane to  the  inadequate  diet  just  referred  to  was  followed 
by  marked  improvement  in  the  condition  and  duration  of 


life  of  experimental  animals.  A  most  valuable  discussion 
on  the  importance  of  individual  aminoacid  groupings  in 
proteins  for  nutrition  and  growth  has  recently  been  pub- 
lished bv  Hopkins  in  his  lecture  at  the  Chemical  Society, 
May  ISth,  1916.' 

Later  experiments  showed  that  young  animals  could  not 
grow  when  fed  upon  so-called  "synthetic  "  diets  consisting 
of  mixtures  of  pure  proteins,  fats,  carbohydrates,  and  salts, 
although  maintenance  might  be  secured  for  a  considerable 
time.  But  Hopkins-  found  that  a  substance  or  substances- 
found  in  normal  foodstuffs  (for  example,  milk)  can,  when- 
added  to  the  dietary  in  astonishingly  small  amounts,  secure- 
the  utilization  for  growtli  of  the  jjrotein  and  energy  con- 
taiued  in  such  artificial  mixtures.  The  significance  of 
these  observations  with  regard  to  diseases  such  as  scurvy,, 
rickets,  and  beri-beii  was  at  once  apparent. 

Late  work  by  Hopkins,  and  a  host  of  •  followers,  has- 
served  to  emphasize  the  importance  for  nutrition  and 
growth  of  these  small  amounts  of  substances  which  are 
often  called  "  accessory  factors  "  or  "  vitamines."  Som& 
of  the  subtances  which  are  found  in  milk,  yeast,  whole  rice 
meal,  and  animal  tissues,  are  extraordinarily  potent  in  the- 
relief  of  polyneuritis  induced  experimentally  in  birds  by 
feeding  on  a  "  vitamine  "-f ree  diet  of  polished  rice.  The! 
exact  nature  of  these  substances  is  still  obscure,  although 
Funk,-'  working  at  the  Lister  Institute,  Suzuki  in  Japan,'-* 
Moore  and  co-workers,'^  Cooper,'"  and  others,  in  England, 
have  obtained  partly  purified  basic  products  of  high, 
potency.  The  practical  importance  of  these  studies  has- 
been  aujply  justified  by  the  success  obtained  in  the  preven- 
tion of  scurvy,  beri-beri,  and  similar  imtritional  disorders 
among  troops  operating  under  conditions  which  render  the 
abundant  supply  of  fresh  food  difficult  or  impossible.  By 
supplementing  the  diet  available  under  such  circumstances 
with  small  amounts  of  material  rich  in  "  vitamines,"  it  has 
been  possible  to  restrict  the  development  of  the  disorders 
mentioned  in  a  way  that  would  have  been  imjiossible 
even  a  few  years  ago.  A  large  number  of  experiments 
as  to  the  most  practical  form  of  supplying  the  needed 
vitamines  has  been  carried  out  under  the  direction  of  the 
authorities  concerned,  who  were  keenly  alive  to  prac- 
tical lessons  to  be  learnt  from  the  laboratory  studies  just 
referred  to. 

It  is  of  interest  to  note  that  some  recent  experiments  of 
Williams'  upon  the  curative  action  of  various  substances 
on  experimentally  induced  polyneuritis  in  birds  appear  to 
show  that  certain  synthetic  pyridine  derivatives  containing 
a  betaine-like  ring  possess  this  property  in  high  degree. 
A  substance  intimately  related  to  the  purin  compound 
adenine  has  been  isolated  from  yeast,  and  also  found  to 
exert  curative  action.  The  necessity  for  purin  derivatives, 
for  the  synthesis  of  nuclear  substance  in  vivo  is  noteworthy 
in  this  connexion.  It  may  reasonably  be  expected  that 
the  more  intimate  analysis  of  metabolic  processes  which  i» 
being  made  possible  by  the  pioneer  work  of  Hopkins  willl 
find  many  applications  in  the  treatment  and  preventioui 
of  nutritional  disorders. 
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Wound  Infections. 

Few  subjects  liave  attracted  more  urgent  attention 
during  the  present  war  tlian  the  question  of  tlie  treatment 
of  infected  wounds.  As  every  one  knows,  this  problem 
lias  surpassed  in  difficulty  anything  whicli  had  previously 
been  experienced,  both  as  regards  the  frequency  and 
malignity  of  wound  infections.  .Apart  from  special  surgical 
procedure  and  protective  inoculation,  with  which  we  are 
not  concerned  at  the  luoniout,  the  problem  has  been  chiefly 
tittacked  iu  two  ways. 

Hy2>erloiiic  Salt  Solutions. 
The  met'.iod  advocated  by  Sir  .\hnroth  Wright  demands 
the  employment  of  salt  solutions  of  varying  concentration 
but  of  slight  germicidal  action.  Hypertonic  salt  solutions 
are  used  to  provoke  an  increased  flow  of  lynq)h  from  the 
wound  surfaces  with  the  object  of  facilitating  anil 
accelerating  the  natural  processes  of  repair.  The  other 
methods  which  are  iu  vogue  involve  the  use  of  more 
active  chemical  agents — antiseptics— with  the  aim  of  re- 
ducing infection  by  more  or  less  direct  germicidal  action. 
There  has  been  a  great  deal  of  discussion  as  to  the  rival 
merits  of  the  two  systems,  but  to  some  observers  at  least 
it  would  appear  that  the  differences  between  the  so-called 
"physiological"  and  "antiseptic"  methods  of  treating 
wounds  are  not  nearly  so  great  as  at  one  time  appeared, 
and  that  the  effects  sought  by  the  best  exponents  of  the 
two  methods  have  much  in  common. 

Aiitisejitics. 

At  first,  prime  importance  was  attached  to  the  search 
for  the  most  actively  germicidal  substances  as  judged  by 
their  action  on  micro-organisms  suspended  in  various 
media  outside  the  body.  With  the  aid  of  these  substances 
much  was  expected  iu  the  way  of  rapid  wound  steriliza- 
tion, but  the  results  were  mostly  disappointing.  The 
problem  was  evidently  not  to  be  solved  in  this  way,  and 
the  idea  that  dirty  lacerated  wounds  could  be  sterilized  by 
isolated  applications  of  powerful  antiseptics  had  early  to 
be  abandoned.  The  expoiKuits  of  physiological  methods 
did  genuine  service  in  indicating  the  danger  and  futility 
of  sucli  a  procedure,  and  it  was  soon  realized  that  where, 
as  was  the  rule,  sterilization  was  not  effected,  the  con- 
comitant injury  to  living  tissue  by  the  unintelligent  appli- 
cation of  corrosive  antiseptics  might  far  outweigh  any 
advantage  gainetl.  l?ut  at  the  same  time  it  cannot  be  too 
strongly  insisted  that  experiences  of  this  kind  cannot  be 
taken  as  refuting  the  value  of  every  kind  of  antiseptic 
treatment.  With  the  desire  to  secure  crucial  experiments 
to  prove  the  inutility  of  antiseptics,  wounds  have  been 
extensively  swabbed  with  pure  carbolic  acid  with  the 
avowed  intention  of  giving  the  antiseptic  every  chance. 
Yet,  in  the  light  of  the  experience  of  the  last  thirty 
months,  the  finding  of  organisms  in  the  discharge  from  any 
but  trifling  wounds  treated  in  this  way  was  almost  a  fore- 
gone conclusion,  and  provesnotliingas  to  theeificacy  of  anti- 
septics in  general  when  employed  under  proper  conditions. 

Wlien  it  was  realized  that  the  immediate  sterilization  of 
badly  infected  d(!ep  wounds  by  a  single  application  of  a 
"strong"  antiseptic,  even  when  applied  soon  after  the 
infliction  of  the  wound,  was  rarely  successful,  attention 
was  turned  to  the  repciatod  or  even  (continuous  application 
of  relatively  mild  antiseptic  solutions,  and  here  genuine 
success  a])[)eais  to  have  been  obtained. 

1  {///xichlini  fes. 

Of  the  innumerable  antiseptics  which  have  been  em- 
ployed in  the  present  war  two  ajipcar  to  have  been 
regarded  with  es[)ecial  favour,  and  they  have  much  in 
common.  These  are  the  calcium  hypochlorite  and  boric 
acid  mixture  introduced  by  Professor  Ijorrain  .Smith 
under  the  nauio  of  "eusol,""  anil  neutral  sodium  hypo- 
chlorites solution,  the  preparation  of  which  was  described 
in  this  .louiiNAi,.''  Tlie  coMq)Osition  of  the  latter  solution 
has  been  moihfit:d  by  various  writers  iu  minor  details 
without  nmch  essential  change.  .Although  the  germicidal 
action  of  hyjxichlcjrites  has  long  been  made  use  of  for 
water  purification  and  other  similar  hygienic  purposes, 
until  recently  they  had  seldom  been  used  for  surgical 
purposes,  except  occasionally  for  the  removal  of  sloughs. 
One  reason  for  this  is  undoubtiHlly  to  \>t:  found  in  the  fact 
that  commerci.-il  liypcK'hlorite  preparations  commonly  con- 
tain  free  alkali,  aiul    )u:nc(^   aie   intensely  irritating.     The 


presence  of  free  alkali  is  guarded  against  in  the  prepara- 
tion of  the  two  solutions  just  mentioned  by  substantially 
the  same  method,  which  may  be  incidentally  referred  to 
as  illustrating  the  application  of  a  well-known  physico- 
chemical  principle.  It  has  long  been  known  that  when  a 
polybasic  acid,  such  as  phosphoric  or  carbonic  acid,  is 
partly  neutralized  by  successive  additions  of  alkali,  a  point 
is  reached  when  the  solution  contains  a  mixture  of  acid 
and  neutral  salts  which  reacts  approximately  neutral  to 
suitable  indicators.  To  such  a  solution  moderate  additions 
of  either  acid  or  alkali  may  be  made  without  changing  the 
reaction  of  the  solution,  the  only  change  being  variations 
in  the  proportions  of  various  salts.  This  mechanism,  as 
Henderson  and  others  have  shown,  is  largely  responsible  for 
the  maintenance  of  the  essential  neutrality  of  blood  and 
other  body  fluids  under  changing  conditions.  In  the  case  of 
the  antiseptic  solutions  under  consideration,  the  polybasio 
boric  acid  was  chosen  for  adding  to  the  alkaline  hypo- 
chlorites, so  that  the  resulting  solutions  were  capable  of 
maintaining  neutrality.  Using  similar  principles,  Dauf  resne 
has  developed  a  hypochlorite  solution  containing  no  boric 
acid  but  a  mixture  of  carbonate  and  bicarbonate.  Such 
solutions  are  referred  to  as  "  buffer  solutions,"  indicating 
their  ability  to  reduce  the  actual  change  of  reaction  due 
to  the  addition  of  either  acid  or  alkali. 

Those  hypochlorite  preparations  are  probably  used  more 
widely  than  any  other  antiseptic  solutions  at  the  present 
time,  not  only  in  our  own  Army  Medical  Service  but  in 
the  allied  countries,  and  from  recent  reports  it  appears 
that  the  Germans  have  been  making  e.xtensive  use  of  them 
as  well.  They  were  both  developed  as  the  result  of  work 
carried  out  on  behalf  of  the  Medical  Kesearch  Committee. 
The  wide  adoption  of  these  antiseptics  in  preference  to 
tho.se  more  generally  used  prior  to  the  war  is  significant, 
especially  in  view  of  the  disfavour  with  which  antiseptics 
iu  general  were  regarded  a  short  time  after  the  outbreak 
of  the  war,  as  a  result  of  their  comparative  failure  to  meet 
the  demands  then  made  upon  them. 

This  preference  for  the  hypochlorite  antiseptics  as  com- 
pared with  many  others  appears  to  be  supported  by  both 
clinical  results  and  by  laboratory  investigations.  The 
solvent  action  of  hypochlorites  on  necrotic  tissue  is  a  great 
advantage  when  contrasted  with  the  coagulating  effect  of 
many  antiseptics  on  blood  serum  and  wound  exudates. 
The  former  action  of  hypochlorites  permits  the  wound 
surface  to  remain  moist  and  so  removes  obstacles  to  the 
outwaid  flow  of  lymph,  which  is  so  readily  checked  by 
antiseptics  which  are  protein  precipitauts.  Moreover,  the 
hypochlorites,  by  virtue  of  their  strong  oxidizing  power, 
appear  to  react  readily  with  the  toxic  products  of  bacterial 
activity — and  indeed  this  action,  as  will  be  referred  to 
later,  has  been  used  by  Dean  for  the  preparation  of 
dysentery  toxin  of  greatly  diminished  toxicity,  but  other- 
wise potent  for  the  production  of  antibodies.  The  diminu- 
tion in  general  toxaemia  following  the  free  use  of  hypo- 
chlorite in  old,  badly  infected  wounds,  especially  fractures, 
in  which  sterilization  is  incapable  of  attainment,  is  a 
common  observation,  as  well  as  the  increase  in  the 
toxaemia  following  its  abandonment  or  replacement  by 
some  other  solutions.  Furthermore,  from  the  experiments 
of  AVright,'"  it  appears  that  hypochlorites  are  preferable 
to  antiseptics  such  as  phenol  or  iodiue,  since  they  differ 
markedly  from  the  latter  in  being  less  disturbing  to  a 
favourable  balance  between  the  antitryptic  and  tryptic 
effects  in  fluids  such  as  are  formed  by  wound  secretion. 
Wright  regards  this  as  the  probable  explanation  of  why 
wounds  treated  with  hypochlorite  suppurate  less  and  Ileal 
better  than  did  the  wounds  treated  in  the  earlier  period 
of  the  war  with  the  antiseptics  then  in  use.  The  suggestion 
that  antitrypsin  plays  an  important  part  in  the  normal 
bactcricklal  pmperties  of  blond,  as  put  forward  by  Wright 
and  others,  has  an  obvious  connexion  with  the  above 
opinion,  and  iu  this  relation  it  may  be  recalled  that  hypo- 
chlorites, like  many  other  active  chemical  substances, 
wIkui  injected  intraviuioiisly  into  animals,  produce  first  a 
fall  and  tluni  a  marked  rise  above  noriiuil  of  the  anti- 
tr3ptic  value  of  the  blood  .serum. 

Si/nlliffic   l)i/rs   <!!<   Aiitixr/itics. 

The  selective  antibacterial  action  of  certain  synthetic 
dyes  (crystal  violet,  malachite  green,  etc.)  has  long  been 
applied  by  bacteriologists  in  the  jirejiaration  of  dilToreutial 
culture  media.  The  work  of  Klirliih  and  his  .school  on  the 
specific   therapeutic   action    of   certain    dyes    iu  protozoal 
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infections  is  also  well  known.  The  special  need  created  by 
the  war  for  substances  of  low  toxicity  to  the  tissues  of 
higher  animals,  but  of  high  antiseptic  potency,  has  led  to 
the  use  of  several  dyes  for  the  disinfection  of  wounds. 
Very  good  results  have  been  obtained  by  using  dyes  of  the 
triphenylmethane  series  (crystal  violet,  malachite  green, 
brilliant  green).  Fildes,  Rajchmau,  and  Cheatle,-'*  who 
were  among  the  earliest  workers  to  apply  the  disinfecting 
action  of  such  dyes  to  wound  treatment,  used  a  mercury 
compound  of  malachite  green,  sprayed  on  to  the  wound 
surface  in  alcoholic  solution,  and  obtained  better  results 
than  with  either  malachite  green  or  mercuric  chloride 
alone.  A  recent  publication  by  Browning  '"  deals 
with  a  further  development  of  the  use  of  dyes  as 
antiseptics,  and  describes  results  of  extraordinary  interest 
and  promise,  obtained  with  a  dye  of  the  acridine 
series,  of  wliich  the  trypanocidal  value  was  studied  some 
years  ago  by  Ehrlicli.  This  substance,  "trypaflavin" 
(diamino-methyl  aoridinium  chloride),  has  been  found  to 
have  a  high  general  antiseptic  value  by  Browning,  who,  on 
account  of  this  more  general  application,  proposed  to  call 
it  "  flavine."  Browning  finds  that,  while  the  antiseptic 
action  of  all  other  substances  examined,  including  the  dyes 
mentioned  above,  is  greatly  diminished  by  the  presence  of 
blood  serum,  that  of  flavine  is  not  only  not  diminished,  but 
is  conspicuously  increased,  even  to  five  times  its  potency 
in  water.  This,  taken  in  conjunction  with  Browning's 
further  observation  that  flavine  is  harmless  to  the  tissues, 
and  even  to  the  activity  of  leucocytes,  in  concentrations 
having  a  strong  antiseptic  action,  awakens  great  expecta- 
tions concerning  its  therapeutic  value  in  various  infections. 
Preliminary  trials  have  already  confirmed  its  eflicacy  in 
the  treatment  of  septic  wounds,  and  the  results  of  the 
more  extended  trial,  which  will  be  carried  out  under  the 
Medical  Research  Committee  as  soon  as  adequate  quantities 
of  the  dye  are  available,  will  be  awaited  with  interest. 

'  The  Chemistry  of  Disinfection. 

But  the  measure  of  success  achieved  by  many  surgeons 
in  the  treatment  of  infected  wounds  with  hypochJorite 
antiseptics  has  been  due  to  much  more  than  the  substitu- 
tion of  one  antiseptic  lotion  for  another.  Granted  that 
hypochlorites  possess  certain  advantageous  properties  not 
shared  by  other  antiseptics,  their  employment  requires  the 
observance  of  other  essential  conditions  if  success  is  to 
be  obtained.  The  development  of  these  conditions,  apart 
from  the  necessary  surgical  interference,  was  based  on 
laboratory  work.  The  researches  of  C.  J.  Martin  and 
Miss  Chick  have  done  much  to  supply  accurate  information 
as  to  the  laws  of  disinfection.  From  studies  on  the  rate 
of  disinfection  by  mercuric  chloride,  silver  nitrate,  and 
phenol  acting  on  B.  paratyphosus  and  spores  of  B.  anthrucis, 
Miss  Chick"  concluded  that  a  very  complete  analogy 
existed  between  ordinary  chemical  reactions  and  the  pro- 
cess of  disinfection,  one  reagent  being  represented  by  the 
disinfectant  and  the  second  by  the  protoplasm  of  the 
bacterium.  In  the  case  of  the  spores  the  process  of  dis- 
infection proceeds  with  a  reaction  velocity  in  accordance 
with  the  well-known  equation  for  a  uuimolecular  reaction, 
if  figures  representing  "numbers  of  surviving  bacteria" 
are  considered  and  taken  as  the  equivalent  of  "reacting 
substance."  In  the  case  of  B.  tijphosus  departures  from 
the  simple  law  were  noted  owing  to  permanent  differences 
in  resistance  to  the  antiseptic  among  the  individual 
organisms.  The  rate  of  disinfection  in  all  cases  was 
greatly  increased  by  rise  in  temperature,  the  velocity 
being  increased  three  to  ten  fold  by  an  increase  of  ten 
degrees  Centigrade. 

If  the  act  of  disinfection  be  thus  regarded  as  a  chemical 
reaction  proceeding  with  a  definite  velocity,  the  successful 
use  of  antiseptics  will  depend  on  the  establishment  of 
conditions  such  that  the  reaction  may  be  pushed  as  far  as 
possible  towards  completion  in  any  given  period  of  time. 
Increase  in  the  active  mass  of  antiseptic  and  rise  in  tem- 
perature will  favour  the  course  of  the  reaction,  but  in  the 
case  of  wound  treatment  these  factors  are  obviously 
limited  by  other  considerations.  In  the  case  of  hypo- 
chlorites, the  maintenance  of  an  effective  mass  of  anti- 
septic in  a  wound  cavity  is  a  difficult  problem  on  account 
of  the  ease  with  which  these  substances  enter  into  com 
bination  with  proteins  and  other  compounds  in  tlie  wound 
exudate.  Of  these  products,  those  which  contain  active 
chlorine  united  to  nitrogen  retain  their  germicidal  action 
while  the  others  lose  it  entirely.     It  is  for  this  reason  that 


the  technique  employed  by  those  who  obtain  really  satis- 
factory results  with  the  hypochlorite  antiseptics  requires 
such  careful  observance.  The  repeated  renewal  of  hypo- 
chlorite solution  in  wounds  which  have  received  adequate 
l)reliminary  surgical  treatment  is  a  practical  necessity  that 
is  easily  understood  if  the  rate  of  its  disappearance  is  borne 
in  mind,  but  this  has  too  often  been  overlooked  by  those 
who  hope  to  find  special  curative  action  following  infre- 
quent administration  of  these  antiseptics.  Tlio  technique 
employed  by  Carrel  and  Dehelly  in  Fiance  and  by  Sir 
Berkeley  Moynihan'^  and  many  others  in  England,  by  which 
frequently  renewed  quantities  of  hypochlorite — the  amount 
varying  with  the  character  and  surface  extent  of  the 
wound — are  injected  into  the  cavity  and  its  recesses  by 
means  of  rubber  supply  tubos,  is  a  natural  consequence  of 
the  chemical  properties  of  the  antiseptic  they  euiploy.  As 
in  the  case  of  the  treatment  of  wounds  with  hypertonic 
salt  solution  and  other  irrigation  methods  the  technique  is 
of  prime  iiiq)ortauco,  and  success  or  failure  depends  to  a 
greater  extent  upon  tliis  than  upon  minor  details  in  the 
composition  of  the  solution. 

The  widespread  adoption  of  hypochlorites  for  antiseptic 
purposes  invited  chemical  studies  as  to  their  mode  of 
action.  Apparently  tliere  are  great  differences  in  the  way 
antiseptic  substances  act.  Miss  Chick's  experiments  con- 
firmed the  view  that  the  metallic  ions  resulting  from  the 
electrolytic  dissociation  in  solution  of  salts  such  as  mer- 
curic chloride  and  silver  nitrate  are  the  real  disinfecting 
agent  rather  than  the  salts  as  a  whole,  and  tljis  conclusion 
is  in  harmony  with  some  unpublished  results  showing 
that  some  double  cyanides  of  silver  which  do  not  disso- 
ciate normally  have  a  surprisingly  low  germicidal  action. 
Cooper,'^  working  at  the  Lister  Institute,  concluded  that 
the  germicidal  action  of  phenol  is  not  due  to  a  typical 
union  of  the  phenol  with  bacterial  protoplasms,  as  is 
probably  the  case  with  formaldehyde,  but  rather  to  a 
de-emulsifying  effect  upon  a  colloidal  suspension  of  some 
constituent  protein  essential  for  the  vitality  of  the 
organisms.  In  the  case  of  hypochlorites  direct  chemical 
action  upon  bacterial  proteins,  and  any  other  protein 
which  may  bo  in  the  medium,  undoubtedly  occurs,  and  the 
germicidal  substances  so  formed  may  contain  nmch  active 
chlorine  linked  to  nitrogen  as  NCI  groups.  A  systematic 
study  of  many  synthetic  substances  containing  this 
grouping  led  to  the  conclusion  that  almost  all  of  them 
possessed  high  antiseptic  properties,  and  one  of  them, 
toluene  sodium  sulphochloramide,  or  chloramiuo-T,  has 
been  used  on  an  extensive  scale.  Its  manufacture  was 
first  undertaken  in  England,  and  it  is  now  made  by  many 
firms  here  and  abroad.  Apart  from  the  use  of  the  sub- 
stance for  general  antiseptic  purposes,  its  stability  permits 
its  use  in  very  dilute  solution  under  conditions  in  which 
hypochlorites  would  be  too  irritating.  One  of  the  most 
interesting  applications  of  this  substance  has  been  worked 
out  by  Colonel  Gordon  and  published  in  this  Jouknal. 
Carriers  of  the  meningococcus,  when  placed  in  an 
inhalatorium  and  subjected  to  the  action  of  a  steam  spray 
carrying  the  antiseptic  in  fine  suspension,  have  been  freed 
from  this  organism  in  satisfactory  manner,  and  the 
successful  extension  of  the  method  to  other  infections  of 
the  upper  respiratory  passages  seems  likely.  Here  again, 
as  in  the  use  of  antiseptics  for  wound  treatment,  details 
of  technique  in  the  presentation  ot  the  drug  are  of 
cardinal  injportance. 

Synthetic  Drugs. 

Among  the  many  tasks  which  confronted  chemists  at 
the  Outbreak  of  the  war,  few  were  more  urgent  than  that 
of  preparing  adequate  quantities  of  certain  drugs  for  the 
supply  ot  which  we  had  previously  been  dependent  on 
hostile  countries.  Much  of  this  work  has  been  done  in  a 
successful  and  unobtrusive  way  in  the  laboratories  of 
chemical  manufacturers,  while  in  other  cases  the  assistance 
of  organic  chemists  on  the  staff  of  our  universities  has 
been  freely  and  cheerfully  given.  It  is  unnecessary  to  go 
into  details  with  regard  to  the  individual  products,  which 
cover  a  wide  range,  but,  as  is  well  known,  the  demand  for 
arsenical  compounds  of  the  type  of  salvarsan  and  various 
local  anaesthetics  such  as  novocain  and  eucaine  was  par- 
ticularly heavy  and  has  been  well  met.  It  will  be  recalled 
that  the  latter  substance  is  an  acetone  derivative,  and  in 
this  connexion  reference  may  be  made  to  the  development 
in  this  country,  since  the  war  commenced,  ot  the  industrial 
production   of  acetone  by  a  fermentation  process.      This 
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new  industry  promises  to  be  of  i^reat  utility.  Salvarsan 
and  its  coni^eners  and  tlic  local  anaesthetics  arc  now  pro- 
■duced  in  a  thoroughly  successful  fashion  not  only  in  this 
country  but  also  in  Canada.  The  control  of  the  (juality  of 
salvarsan  offered  for  sale  in  this  country  has  been  car(!d 
for  by  the  Medical  Kesearch  Connuittoe,  while  in  Canada 
the  liianufacturers'  product  is  tested  in  the  laboratories  of 
the  Pathological  Department  of  Toronto  University. 

An  interesting  investigation  on  the  fate  of  salvarsan  and 
ncosalvarsan  has  recently  been  published  by  W.  J.  Young." 
This  author  finds  that  these  substances,  when  injected 
intravenously  into  goats,  give  rise  to  the  presence  of 
arsenic  in  the  blood  plasma  and  corpuscles  in  a  form 
which  cannot  be  removed  by  dialysis  but  which  can  be 
precipitated  with  the  serum  proteins  by  tannic  acid.  A 
similar  behaviour  is  shown  by  atoxyl.  N'o  such  combina- 
tion could  be  observed  when  inorganic  arsenic  preparations 
were  injected,  and  it  would  appear  as  if  the  varying  thera- 
peutic effects  of  different  types  of  arsenic  preparations 
depended,  at  least  in  pirt,  on  whether  non-dialysable 
arsenic  appears  in  the  blood.  Careful  studies  of  the  rate 
of  arsenic  excretion  following  administration  of  salvarsan 
and  neo-salvarsan  have  been  published  by  Webster.'" 

Although  so  much  remained  to  be  done  to  supply  exist- 
ing denuinds,  a  few  ucw  therapeutic  products  of  approved 
value  have  been  introduced.  Among  these  mention  nmst 
be  made  of  the  introduction  of  emetine  bismuthous  iodide 
by  H.  H.  Dale  '"  for  the  treatment  of  carriers  of  amoebic 
dysentery.  This  substance  was  suggested  by  Du  llez  as 
of  possible  value,  and  Dale's  work  has  definitely  shown 
that  carriers  who  have  long  been  treated  without  success 
with  emetine  administered  hypodermically  in  the  ordinary 
way,  can  be  freed  from  infection  by  the  new  drug,  which, 
unlike  emetine  itself,  can  be  given  by  the  mouth. 

A  new  synthesis  of  ^-iminazolethylamine,  a  substance 
which  was  shown  by  Barger  and  Dale  to  be  one  of  the 
most  physiologically  active  constituents  of  ergot,  has  come 
to  light  in  a  rather  curious  way.  In  studying  the  oxidizing 
action  of  the  antiseptic  chloramine-T  upon  various  amino 
acids  derived  from  proteins,  it  was  found  that  many  of 
the.se  substances  were  converted  into  cyanides  with  one 
less  carbon  atom  than  the  original  substance.  Histidine, 
for  example,  gave  cyanomethylglyoxaline,  and  the  latter 
substance,  as  was  already  known,  gives  the  active 
0-iminazolethylamine  on  reduction.''  The  reaction  pro- 
mises to  be  of  technical  value  for  the  preparation  of  this 
and  allied  physiologically  active  amines. 

PH.VRM.iCOLOGICAL   RESEARCH. 

In  relation  to  pharmacological  research,  reference  must 
be  made  to  an  extraordinary  investigation  in  the  chemistry 
of  the  opium  alkaloids  recently  published  by  W.  H.  Perkin." 
The  work  mainly  deals  with  cryptopine,  an  alkaloid 
occurring  in  such  small  quantities  that  10,000  lb.  of  opium 
were  needed  for  the  preparation  of  5  oz.  of  the  hydro- 
chloride. The  breaking  down  of  cryptopine,  mainly  by 
oxidation  under  carefully  regulated  conditions,  with  the 
formation  of  substances  either  of  known  structure  or 
svhich  were  subsequently  synthesized,  and  the  deduction  of 
the  probable  molecular  arrangement  of  the  parent  alkaloid 
from  the  structure  of  these  simpler  derivatives,  is  a  triumph 
of  experimental  skill  and  theoretical  insight.  Scores  of 
new  compounds  were  carefully  characterized  in  the  course 
of  the  work,  which  throws  much  interesting  light  not  only 
on  the  structure  of  cryptopine  and  protopine,  but  on  other 
related  alkaloids.  It  is  of  course  unnecessary  to  refer  to 
the  fact  that  it  is  to  researches  such  as  these  that  we  owe 
inspiration  and  direction,  not  only  in  the  work  ot  the 
synthetic  preparation  ot  the  natural  alkaloids  of  thera- 
peutic value,  but  in  the  artificial  synthesis  of  new  drugs. 

Cu.shny '•'  lias  lately  made  some  noteworthy  observations 
on  the  pharmacological  antagonism  existing  between 
atropine  and  pilocarpine.  These  experiments  were  made 
on  the  salivary  secretion,  and  showed  that  in  different 
dogs  a  constant  amount  of  atropine  was  necessary  to 
oppose  the  action  of  a  constant  amount  of  pilocarpine,  and 
in  the  same  dog  the  ratio  of  the  two  drugs  remained  the 
same,  irresiiectiv(^  of  how  the  actual  amonuts  injected 
might  vary.  It  apiiears,  therefore,  that  the  antagonism 
proceeds  according  to  the  laws  of  mass  action  rather  than 
those  of  simple  chemical  combination  in  definite  propor- 
tions. The  investigation  is  an  interesting  examiile  of  the 
application  of  physio  chemical  methods  to  tho  elucidation 
of  the  mechanism  of  the  action  of  drugs. 


Antitoxic  Serums. 

Reference  has  already  been  made  to  the  discovery  by 
II.  R.  Dean  and  R.  S.  Adamson  ™  that  the  toxicity  ot  Shiga 
dysentery  vaccines  could  be  enormously  reduced  by  the 
restricted  action  of  hypochlorites  and  other  oxidizing 
agents  without  lowering  their  immunizing  power.  This 
gratifying  and  rather  surprising  result  has  been  abundantly 
confirmed,  and  points  the  way  to  a  number  of  other  allied 
problems  of  practical  importance  which  might  be  success- 
fully attacked,  especially  if  an  adequate  analysis  of  the 
chemical  reactions  concerned  should  result  from  further 
investigation. 

One  result  of  the  war  has  naturally  been  an  enormously 
increased  consumption  of  various  antitoxic  serums.  The 
concentration  of  serums  by  the  use  of  fractional  precipita- 
tion of  the  contained  proteins  by  salts  such  as  ammonium 
sulphate  has  led  to  the  preparation  of  high  titre  serums  from 
which  nmch  of  the  inert  ujaterial  has  been  removed.  In 
a  recent  conmumication  from  the  antitoxin  laboratories 
of  the  Lister  Institute  at  Elstree,  Miss  Homer-"  has  de- 
scribed a  number  of  practical  improvements  in  the 
methods  originally  developed  by  Banzhaf  and  Gibson, 
which  promises  to  make  the  method  easier  to  carry  out 
and  to  give  more  uniform  results. 

Theoretical  studies  by  Dale  and  Hartley -^  on  the  rela- 
tion of  anaphylaxis  to  different  serum  proteins  offer  some 
practical  considerations.  They  show  that  each  and  all  of 
the  individual  proteins  of  a  serum  can  act  as  anaphylactic 
antigens,  and  that  the  ideal  to  be  aimed  at  in  concen- 
trating the  curative  elements  in  a  specific  immune  serum 
is  simply  the  reduction  of  the  ratio  of  total  protein  to 
antitoxic  value.  For  the  purpose  of  reducing  serum  re- 
actions the  elimination  of  albumin  appears  to  be  as 
important  as  that  of  the  euglobulin  when,  as  is  usually 
the  case,  the  pseudoglobulin  is  the  fraction  carrying  the 
therapeutic  power.  Dale  and  Hartley  find  that  the  latent 
period  of  sensitiveness  to  albumin  is  relatively  long  com- 
pared with  the  globulins,  and  this  may  have  a  bearing  on 
the  successive  crops ,  of  serum  rash  which  have  been 
recorded  as  following  a  single  injection  of  serum. 

Protection  against  Poisonous  Gases. 
In  closing,  reference  must  be  made  to  an  extremely 
important  branch  of  biochemical  work  about  which,  for 
obvious  reasons,  little  can  be  said.  The  introduction  of 
gas  warfare  by  an  unscrupulous  and  inhuman  foe  at  once 
led  some  of  the  ablest  chemical  and  physiological  investi- 
gators in  the  country  to  devote  their  energies  to  devising 
■the  best  methods  of  protection  against  asphyxiating  gas 
and  lachrymatory  shells.  Tho  ingenuity  displayed  by  the 
enemy  in  employing  every  conceivable  means  of  chemical 
attack  has  been  steadily  met  by  corresponding  improve- 
ments in  methods  of  protection.  These  researches,  often 
conducted  at  considerable  personal  risk,  have  presented 
problems  calling  for  rapid  solution,  \vJiich  demanded  the 
highest  grade  of  scientific  work,  and  it  is  unfortunate  that 
more  cannot  at  present  be  written  of  the  admirable  way 
in  which  these  problems  have  been  solved.  No  line  of 
scientific  endeavour  is  more  appealing  than  that  of  giving 
to  our  own  and  allied  soldiers  the  best  possible  protection 
against  this  barbaric  form  of  attack,  and  the  success  that 
has  been  attained  must  be  universally  appreciated. 
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CHAPTER  V. 
MEDICINE    AND    THE     SEA    AFFAIR. 


INTRODUCTION. 

BY 

Surgeon-General  Sir  Arthur  May,  K.C.B.,  K.H.P., 

F.R.C.S.,  R.N., 
Medical  Director-General,  P.X. 
This  outline  of  the  work  of  the  medical  service  of  the 
Royal  Navy,  necessarily  brief  from  the  exigencies  of 
fipace,  may  well  be  prefaced  with  the  satisfactory  state- 
ment that  the  health  of  the  service  afloat  has  been  excel- 
lent— better,  indeed,  than  in  times  of  peace.  This  fortunate 
result  is  due  to  several  factors:  in  the  first  place,  to  the 
efforts  of  preventive  medicine  and  hygiene,  especially  the 
improved  ventilation  of  warships  introduced  shortly  before 
the  outbreak  of  war,  a  subject  more  fully  dealt  with  on 
pp.  537-539;  in  the  second  place,  to  the  healthy  isolation 
of  the  Grand  Fleet,  far  from  the  temptations  of  seaports ; 
thirdly,  to  the  minute  precautions  taken  in  drafting  men 
from  the  shore  depots  to  the  fleet,  which  entail  due 
quarantine  after  exposure  to  infectious  fevers ;  fourthly,  to 
lectures  by  the  medical  officers  to  the  ships'  crews  dealing 
with  personal  hygiene  and  insisting  on  the  results  of 
alcoholic  excess  and  the  dangers  of  venereal  disease ;  and, 
further,  to  the  care  taken  by  all  officers,  by  keeping  the 
men  physically  fit  by  means  of  exercise,  and  by  combating 
in  various  ways  the  effects  of  monotony  and  relative  inac- 
tivity, to  maintain  the  high  spirit  of  confidence  in  eventual 
success. 

At  the  outbreak  of  war  the  medical  personnel  was  at 
once  expanded  by  the  mobilization  of  the  retired,  emer- 
gency, and  Volunteer  Reserve  medical  officers,  by  the 
creation  of  a  large  number  of  temporary  surgeons  for  the 
period  of  hostilities,  and  by  the  appointment  of  about  ten 
consultants  (two  being  anaesthetists),  including  Sir 
Watson  Cheyne,  President  of  the  Royal  College  of 
Surgeons  of  England,  and  Sir  William  Macewen,  Regius 
Professor  of  Surgery  in  Glasgow.  Rather  later  an  old 
type  of  naval  medical  officer,  the  surgeon's  mate,  was 
revived  in  the  enrolment  as  surgeon-probationers  R.N.V.R. 
of  medical  students  who  had  passed  the  examination  in 
anatomy  and  physiology,  and  who  had  begun,  but  not 
completed,  their  clinical  work.  They  were  placed  in 
torpedo-boat  destroyers  and  other  small  vessels  which 
otherwise  do  not  carry  medical  officers,  so  as  to  render 
first  aid,  and,  as  the  records  of  the  Jutland  battle  show, 
this  trust  was  fully  justified.  The  sections  which  follow 
have  been  contributed  by  medical  officers  responsible  for  the 
subjects  dealt  with. 


MEDICINE  AND  CLINICAL  PATHOLOGY. 

BY 

Fleet  Surgeon  P.  W.  Bassett-Smith,  C.B.,  F.R.C.S.,  R.N., 

AND 

Temporary  Surgeon-General  H.  D.  Rolleston,  C.B., 
m:.d..f.r.c.p.,  R.N.. 

Senior  Physician,  St.  George's  Hosiiital. 
The  general  methods  of  diagnosis  and  treatment  are 
naturally  the  same  in  naval  and  civil  hospitals,  and  do  not, 
therefore,  require  any  description.  The  association  between 
clinical  and  laboratory  work  is  as  close  as  in  the  metro- 
politan hospitals  with  teaching  schools  attached,  and  new 
methods  of  diagnosis  are  thus  tested  and  utilized  to  the  full. 
The  increasing  tendency  of  modern  medicine  towards 
subdivision  and  specialization  has  been  reflected  on  the 
navy  by  the  assignment  of  temporary  surgeons  with 
previous  experience  of  special  branches  of  their  profession, 
such  as  ophthalmology,  neurology,  tuberculosis,  otology 
and  laryngology,  and  bacteriology,  to  the  care  of  such 
patients  and  duties.  Up-to-date  departments  for  a;-ray 
work,  dentistry,  massage,  and  electrical  treatment  are 
attached  to  hospitals  where  the  sick-berth  staff  are 
trained  for  the  service  afloat.  The  work  of  the  labora- 
tories of  the  large  base  hospitals  was  assisted  by  the 
utilization  of  men  with  scientific  knowledge  but  without 
medical  qualifications.  The  Medical  Research  Committee 
sent  Dr.  P.  Fildes  to  Haslar  as  a  bacteriological  expert, 
and  afforded  other  facilities. 


Vaccines. 
At  the  Royal  Naval  College,  Greenwich,  there  is  a  teaching 
school  with  large  laboratories  and  research  rooms  attached, 
which  during  the  war  has  been  the  central  establishment 
for  the  preparation  of  prophylactic  vaccines  and  the  dis- 
tribution of  curative  serums  to  the  fleet,  the  naval 
service  on  shore,  and  especially  to  the  recently  established 
Royal  Naval  Division  and  the  Royal  Naval  Air  Service. 
Here,  also,  most  of  the  examinations  of  air,  water,  and  food 
for  the  service  afloat  and  the  various  shore  depots  called 
into  being  during  the  last  few  years  have  been  carried  out. 
During  the  war  more  than  2,250  bottles  of  antisepsis 
vaccine  have  been  sent  from  this  laboratory  to  the  ships 
and  fighting  forces.  This  in  1914  was  supplied  by  Sir 
Almroth  Wright,  but  since  that  time  has  been  manufactured 
at  Greenwich  from  strains  of  pyogenic  organisms  isolated 
from  wounds  received  in  the  war.  For  prophylactic  use 
nearly  6,000  doses  of  antitetanus  serum  have  been  issued, 
mainly  to  the  Royal  Naval  Division  serving  in  Gallipoli 
and  iu  France.  During  two  years  anticholera  vaccine 
for  more  than  50,000  men  was  supplied  to  the  forces 
in  the  Eastern  Mediterranean  and  Persian  Gulf,  and 
to  the  latter  a  quantity  of  plague  prophylactic  was  also 
sent.  Since  the  recognition  of  dysentery  over  2,200  doses 
of  antidysenteric  serum  have  been  dispatched  for  hospital 
use.  At  this  laboratory  and  at  Malta  the  greater  part  of 
the  antityphoid  vaccines  used  in  the  naval  service  have 
been  prepared.  The  laboratories  of  Chatham,  Haslar, 
Plymouth,  and  Malta,  in  which  routine  examinations  of 
clinical  material  of  all  kinds  (and  also  of  milk  and  food, 
and  dressings)  are  carried  on,  have  had  a  greatly  increased 
amount  of  work  in  the  form  of  systematic  examinations, 
both  from  a  diagnostic  and  prophylactic  point  of  view,  in 
connexion  with  infectious  diseases. 

Antityphoid  inoculations  of  men  likely  to  be  exposed  to 
infection  have  been  systematically  carried  out.  In  the 
first  year  of  the  war  they  were  inoculated  with  a  typhoid 
vaccine  received  from  Sir  Almroth  Wright.  When  para- 
typhoid infectious  became  prevalent,  a  triple  vaccine  was 
prepared  at  Greenwich  and  Malta  containing  the  typhoid 
organism  andbeing  multivalent  for  paratyphoid  A  and  B,  from 
strains  isolated  from  cases  in  the  Eastern  Mediterranean. 
It  contained  the  full  dose  of  the  typhoid  germ  and  half 
the  number  of  paratyphoid  A  and  15.  A  fair  degree  of 
immunity,  as  judged  by  the  agglutination  test,  was  thus 
produced.  The  reaction  is  not  excessive  and  much  time 
and  trouble  are  saved  without  sacrificing  the  antityphoid 
immunizing  power.  With  this  more  than  40,000  men  have 
received  protective  inoculations,  and  by  this  means  the 
incidence  of  typhoid  among  enteric  cases  iu  1916  was 
reduced  from  35  per  cent,  in  the  uninoculated  to  11  per 
cent,  in  the  inoculated,  or  0.7  per  cent,  of  the  total  forces 
in  the  endemic  area,  and  undoubtedly  the  severity  of  the 
disease  was  considerably  lessened  among  those  who  did 
contract  the  disease. 

Dysentery. 

The  Royal  Naval  Division  in  Gallipoli  in  1915  suffered, 
in  common  with  the  other  forces  on  land,  from  diarrhoea, 
dysentery,  enteric  and  obscure  fevers.  The  numerous 
convalescents  sent  to  England  were  filtered  through  the 
large  naval  hospitals  to  prevent  the  escape  of  any  dysen- 
teric or  enteric  carrier's  into  the  general  population.  The 
diagnosis  on  arrival  was  confirmed  or  modified  by  the 
verdict  of  the  laboratory  based  on  bacteriological,  sero- 
logical, and  microscopic  investigations.  The  result  of 
these  numerous  routine  examinations  incidentally  threw 
light  on  the  duration  and  course  of  the  agglutination 
changes  due  to  the  influence  of  inoculation  on  the  one 
band  and  of  definite  infection  with  the  enteric  group  of 
micro-organisms  on  the  other  hand,  and  thus  enabled  a 
more  accurate  diagnosis  to  be  arrived  at  in  any  given  case; 
but  it  was  generally  recognized  that  for  certainty  of 
diagnosis  the  culture  of  the  organism  from  the  blood, 
faeces,  or  urine  was  essential.  In  the  dysentery  group  of 
infections  the  percentage  of  entamoeba  infections  found 
was  not  very  high,  but  amongst  those  infected  there  ■were 
some    very  obstinate    carriers,   I'esistant   to   all   forms  of 
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emetine.  Some  vasue  intestinal  symptoms  have  been 
traced  to  such  organisms  as  Morgan  I  bacillus,  and  in  one 
instance  at  least  great  beuciit  was  derived  from  vaccine 
treatment  with  the  organism  isolated. 
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Cerchro-npitial  Fever. 
In  1915  cerebro- spinal  lever  became 
England,  and 
during  the  first 
year  of  the  war 
170  cases  of 
the  disease 
occurred  in  the 
navy.  Among 
the  various  pre- 
cautions taken 
to  check  the 
spread  of  this 
disease,  exami- 
nation of  swabs 
from  the  naso- 
pharynx of  all 
new  entries  was 
undertaken  at 
the  beginning 
of  1916.  At 
G  r  e  e  n  w  i  cli 
alone  5,000 
B  u  c  h  swabs 
were  examined 
during  the  first 
half  of  1916, 
and  of  4,713 
cases  of  healthy 
non-contacts  46, 
o  r  0.976  p  e  r 
cent.,  were 
found  to  be 
positive,  the 
diagnosis  being 
made  on  the 
morphological, 
cultural,  and 
agglutinative 
characters.  The 
percentage  ob- 
t  a  i  n  e  d  from 
contact  cases 
was  5.77.  Dur- 
ing the  winter 
of  1916-17  up 
to  Feb  r  u  a  r  y, 
over  4,000 
swabs  have 
been  examined. 
From  3,900 
no n -con tact 
cases  there 
were  112  posi- 
tive cases,  or 
2.8  per  cent., 
which  is  con- 
s  i  d  e  !■  a  b  1  y 
h  i  g  li  e  r  than 
that  found  in 
1915-16.  These 
were  all  segre- 
gated, and  thus 
numerous  in- 
fective foci 
were  prevented 
from  spreading 
the  disease, 
which  in  this 
district  has  kept 
at  about  the 
same  level 
as  in  the  preceding  ye; 
through  the  depot.  In 
isolated  were  cxauiineil 
112  were    positive;  anc 
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r,  although  more  men  passed 
299  instances  the  organisms 
by  agglutination  tests  ;  of  these 
187  negative,  using  the  multivalent 
serum  sujjiilied  by  Fk^xniir  as  the  final  criterion.  The 
greater  number  were  again  tested  by  the  four  univalent 
strains  prepared  by  Mervyn   Gordon;  of  82  so  examined 


36  proved  to  belong  to  the  type  I,  40  to  type  II,  none  to 
type  III,  and  3  to  type  IV  ;  3  did  not  react  to  any  of 
Gordon's  serums.  In  the  subsequent  examination  of  these 
carriers  81  per  cent,  gave  no  further  evidence  of  infection, 
partly  no  doubt  as  a  result  of  the  propliylactic  measures 
employed.  During  1916,  at  the  Koyal  Naval  Hospital, 
Chatham,  7,220  new  entries  were  examined,  giving  94,  or 

0.76  per  cent., 
positive  results; 
among  805  close 
contacts  thei'e 
were  52  car- 
riers, or  6  per 
cent.,  and 
among  527  re- 
mote contacts 
6  carriers.  At 
the  Koyal  Xaval 
Hospital,  Has- 
lar,  among  5,000 
new  entries  ex- 
amined during 
January  and 
February,  1917, 
there  were  316, 
or  6.3  per 
cent.,  carriers; 
whereas  ainong 
2,022  new  en- 
tries examined 
rather  later 
during  1916 — 
namelj',  in  the 
spring  —  there 
were  no  posi- 
tive carriers. 
T  li  i  s  c  o  r  r  e- 
sponds  with  the 
observations  at 
Greenwich,  and 
suggests  an 
'■  e  p  i  d  e  m  i  c  of 
carriers."  At 
the  Royal  Naval 
Hospital,  Ply- 
mouth, among 
5,220  new  en- 
tries examined 
during  1 9 1  & 
there  were  117, 
or  2.2  per  cent., 
carriers,  and 
among  723  con- 
tacts 144.  or 
19.9  per  cent., 
carriers. 

By  means  of 
this  systematic 
examination  of 
new  entries 
from  outside 
districts  the 
detection  and 
segregation  of 
carriers  have 
been  very 
thorough.  Dur- 
ing the  second 
jear  of  the  war 
the  number  of 
cases of  cerebro- 
spinal fever  in 
t  h  e  navy  de- 
clined to  104,, 
although  t  h  e 
total  strength 
had  greatly 
of    the   disease. 


increased.  This  fall  in  the  incideuci 
whether  entirely  correlated  with  th('  coincident  diminu 
tion  in  the  ca.ses  of  cerebrospinal  fever  in  the  civil 
and  military  population,  or  due  to  prophylactic  measures- 
(quarantine  of  drafts,  examiuation  of  contacts  and  new 
entries),  is  eminently  satisfactory,  especially  as  out  of 
these  274  cases  of  cerebrospinal  fever  in  the  navy  during 
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the  first  two  years  of  the  war  22,  or  8  per  cent,  only, 
occurred  in  seagoing  ships.  In  the  second  year  of  the 
war  the  serum  treatment,  which  had  proved  to  be  a  failure 
in  tlie  previous  year,  was  successful ;  2,500  doses  were 
issued  from  Greenwich,  and  tlie  mortality  fell  17  per  cent., 
to  36  per  cent,  of  all  cases.  Tliis  may  be  largely  ascribed 
to  the  use  of  Flexner's  multivalent  meningococcic  serum 
generously  supplied  gratuitously  by  the  Kockefeller  Insti- 
tute, New  York,  and  of  Mervyn  Gordon's  various  serums, 
which  were  not  available  during  the  first  year  of  the  war. 
A  number  of  cases  clinically  suggesting  cerebrospinal 
fever  (meningismus)  occurred,  but  no  confirmation  could 
be  obtained  by  laboratory  methods.  The  cerebrospinal 
fluid  was  clear,  though  under  increased  pressure.  No 
organisms  were  observed  microscopically  or  by  culture, 
and  the  blood  did  not  contain  any  antibodies  to  any 
meningococcic  strains. 

Venereal  Disease. 
In  the  treatment  of  venereal  disease,  which  is  more  in 
evidence  than  in  most  general  civil  liospitals,  the  essential 
intimate  association  of  clinical  and  laboratory  work  is  well 
organized.  Tlie  diagnosis  of  syphilis  by  the  microscopical 
detection  of  tlie  spirochaete  in  the  initial  lesion,  by  the 
Wassermann  reaction  of  the  blood  in  the  later  stages,  and 
by  the  cytological  e.xamination  and  tlie  Wassermann 
reaction  of  the  cerebrospinal  fluid  in  luetic  lesions  of  the 
central  nervous  system  is  an  established  routine  in  the 
larger  hospitals  and  laboratories,  and  the  treatment  by 
intravenous  injection  of  arsenical  compounds  is  universally 
controlled  by  the  examination  of  the  virine  for  arsenic. 
During  1916  the  total  number  of  Wassermann  tests  made 
was  16,766;  at  Haslar  alone  during  that  year  1,833  injec- 
tions of  arsenical  compounds  were  given  for  syphilis ; 
kharsivan  was  given  on  1,522  occasions,  galyl  55,  and 
novo-arseno-billon  256  times. 

Protozoal  Infections. 
As  a  result  of  the  large  number  of  men  .serving  in 
tropical  and  subtropical  regions  protozoal  infections  have 
been  frequent.  These  areas  of  active  operations  may  be 
divided  into  three — (1)  the  Eastern  Mediterranean  and 
Mesopotamia,  (2)  East  Africa,  and  (3)  West  Africa. 

1.  In  the  Mediterranean  area  malarial  fevers  have  been 
most  abundant  around  Salonica  where  low-lying  swampy 
ground  has  been  chiefly  occupied ;  the  disease  has  been 
very  severe,  and  mostly  of  the  malignant  form  caused  by 
the  P.  falciparum,  and  the  clinical  aspect  has  not  infre- 
quently suggested  enteric,  dysentery,  or  sunstroke.  As 
the  infection  is  unfortunately  very  resistant  to  quinine,  the 
most  important  prophylactic  measures  are  the  destruction 
of  mosquitos  by  drainage  and  other  methods.  The  largest 
number  of  cases  in  the  navy  occurred  among  the  Koyal 
Naval  Air  Service  who  live  on  shore.  In  the  Gallipoli 
area  malaria  was  not  common,  but  short  fevers  of  the 
dengue  or  sandfly  type,  often  described  as  "  Mediter- 
ranean dengue,"  were  very  frequent.  The  knowledge  that 
sand-flies  are  so  often  the  infective  agent  has  enlarged  the 
scope  of  preventive  measures,  and  a  great  reduction  of 
these  fevers  may  be  expected  in  the  future.  Incidentally 
it  is  noteworthy  that  the  prophylactic  measures  strictly 
enforced  against  undulant  fever  have  practically  eliminated 
this  disease,  wliich  ten  years  ago  would  have  filled  the 
Mediterranean  hospitals.  This  result  empliasizes  the 
value  of  tlie  work  done  by  a  well-organized  scientific 
Commission  and  of  the  practical  application  of  its  recom- 
mendations. The  occurrence  of  many  cases  of  beriberi 
in  the  forces  in  this  area  proves  the  importance  of  an 
extended  study  of  the  food  question  and  other  factors 
concerned  in  such  deficiency  diseases. 

2.  In  East  Africa  the  necessity  of  thorough  measures  in 
he  prophylactic  issue  of  quinine  is  most  important,  as  tlie 

prevailing  type  of  fever  is  best  controlled  by  this  drug, 
which  should  be  given  both  before  and  during  the  whole 
period  tliat  men  are  employed  in  the  endemic  area. 

3.  In  West  Africa,  particularly  in  the  Cameroon  area, 
the  varieties  and  frequency  of  protozoal  and  filarial 
diseases  have  been  very  noticeable,  and  prophylactic 
nieasures  against  them  are  therefore  essential.  Of  malaria, 
wliich  is  very  common,  two  types  are  constantly  present, 
quartan  and  subtertian,  the  double  infection  being  almost 
always  found  in  the  same  case,  frequently  associated  with 
<!alabar  swellings  and  filariae  in  tlie  blood.     In  this  region 


tsetse  flies  are  abundant  and  trypanosome  infections  have 
occurred  in  Europeans.  Early  search  for  these  parasites 
is,  therefore,  most  necessary,  and  appropriate  treatment 
should  be  given  as  soon  as  possible.  A  case  now  at  Green- 
wich of  over  eighteen  months'  duration  shows  how  per- 
sistent treatment  can  control  the  disease,  for  there  are 
practically  no  symptoms,  although  the  parasite  is  patho- 
genic to  white  rats  in  eighteen  days.  The  occurrence 
of  mixed  blood  infccticms  should  therefore  be  suspected  ; 
benign  and  malignant  malaria  with  trypanosomes  or  filariae 
have  been  found  together,  always  associated  with  a  high 
cosinopliilia  (up  to  50  per  cent.).  The  quartan  malarial 
parasite  is  most  diificult  to  eradicate  and  is  very  resistant 
to  arsenic,  recurring  in  the  blood  of  those  with  trypano- 
some infections  after  a  year's  ,  treatment  with  intravenous 
and  intramuscular  injections  of  antimony  and  arsenic. 

No  case  of  small-pox  lias  been  recorded  in  the  navy 
during  the  period  of  the  war,  thus  proving  the  value  of 
vaccination,  which  has  been  compulsory  since  about  1858. 

SURGEKY. 

BT 

Deputy   Surgeon- General  W.  G.  Axford,  R.N., 

AND 

Temporary  Surgeon- General  G.  Lenthal  Cheatlk,  C.V.O., 
C.H.,  P.R.C.S.,  R.N. 
Sur^'eon,  King's  College  Hospital. 
Thk  equipment  of  naval  hospitals  and  their  treatment  of 
the  wounded  are  on  the  same  lines  as  in  the  best  Uritisli 
and  Contiuental  institutions.  If  Haslar  be  taken  as  an 
example,  the  critical  visitor  would  see  that  all  cases  of 
bacteriological  importance  are  diagnosed  and  treated  in 
association  with  a  perfectly  equipped  laboratory,  in  which 
discharges  are  stained,  cultures  are  made  from  blood  and 
wound  discharges,  vaccines  are  prepared,  and  sections  are 
cut  of  tissues  removed  from  the  body  for  the  purpose  of 
microscopical  examination.  Hence  it  is  needless  to  point 
out  further  how  great  is  the  importance  attached  to  the 
relation  between  the  laboratory  and  the  treatment  of 
surgical  disease  in  tliis  hospital. 

T reatmeni  of  Woimds  Received  in  War. 

The  whole  question  of  aseptic  and  antiseptic  treatment 
has  been  revised  and  ju<lgements  passed  upon  the  different 
methods  of  accomplishing  eacli  branch.  On  the  whole, 
authorities  are  not  satisfied  with  the  aseptic  treatment 
of  these  wounds.  Although  it  appears  successful  in  some 
cases,  it  fails  too  often  in  others  to  encourage  its  general 
use.  The  hypertonic  salt  solution  has  been  given  complete 
trial,  with  the  result  just  stated.  Wounds  undergoing  this 
treatment  are  liable  to  secondary  or  mixed  infections.  At 
one  time  tlie  wounds  in  one  of  the  wards  at  Haslar  became 
secondarily  infected  with  B.  jnjoci/aneus  ;  tlie  appearance 
of  this  micro-organism  was  at  once  detected,  and  it  soon 
ilisappeared  by  substituting  the  antiseptic  for  the  aseptic 
method.  Secondary  infectious  very  rarely  occur  in  efticient 
antiseptic  treatment. 

In  the  early  part  of  the  war  an  investigation  was  carried 
out  in  the  laboratories  of  Greenwich  and  Chatham  Hos- 
pitals as  to  the  best  methods  of  treating  war  wounds  with 
various  antiseptics.'  The  real  problem  was  to  find  a 
diffusible  substance  which  could  be  applied  at,  or  as 
shortly  as  possible  after,  the  time  of  infliction,  and  which 
would  inhibit  bacterial  growth  until  thorough  disinfection 
and  cleansing  could  be  effected  at  a  field  hospital.  Of  the 
various  substances  tested,  cresol  and  salicylic  acid  pro- 
duced the  best  results,  and  appeared  to  be  the  most  useful 
for  the  purpose  required.  A  cresol  paste  (20  per  cent,  in 
lanolin  and  wax  base)  and  a  powder  containing  equal  parts 
of  iioric  and  salicylic  acids  ("borsal")  wore  introduced. 
Tliese  had  given  excellent  results  in  laboratory  infectious, 
but  met  with  less  success  in  cases  from  the  front,  on 
account  of  the  difficulties  of  time  and  places  incident  to 
war  conditions.  Successful  cases  have  been  reported  from 
the  Gallipoli  campaign  in  which  the  treatiiieiit  was 
adopted,  severe  gunshot  and  shell  wounds  remaining  free 
from  suppuration  and  healing  readily.-  That  a  cresol  or 
carbolic  acid  paste  is  a  valuable  treatment  for  wounds  on 
board  ship  is  shown  in  a  report  on  various  cases  so  treateil 
in  a  battleship,'^  and  wounds,  including  compound  frac- 
tures, treated  in  Chatham  Hospital  by  carbolic  acid 
cleansing  and  liberal  introduction  of  cresol  paste  healed 
well  without  suppuration. 
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At  Haslar  a  "  gi-eou  spray  "  composed  o£  equal  pai'ts  of 
2  per  cent,  malachite  greeu  dissolved  in  80  per  cent, 
rectitiod  spirit  and  water,  and  2  per  cent,  percliloridc  of 
mercury  dissolved  in  80  per  cent,  rectified  spirit  and 
water,  lias  proved  satisfactory.  It  is  advisable  to  keep  the 
two  solutions  separate,  unless  the  antiseptic  mixture  is  in 
constant  use.  The  mixture  contains  1  per  cent,  each  of 
malachite  j^reen  and  mercuric  chloride  in  the  form  of  a 
compound— CiiiHi.NaCI,,  (Micklethwait)— each  molecule  of 
malachite  green  conibininr;  with  two  of  mercury.  The 
compound  is  easily  dissociated,  and  when  it  comes  in  con- 
tact with  tlic  tissues  probablj'  forms  an  albuminate  of 
mercury  and  an  albuminate  of  malachite  green.  The 
malachite  green  is  reducoil  by  living  tissues  to  the  leuco- 
compound,  and  therefore  becomes  invisible  in  a  wound 
but  still  maintains  its  activity.  Sloughs  and  necrosed 
tissues  do  not  reduce  the  stain.  The  albuminate  of 
mercury  remains  in  the  wountls  as  a  depot,  and  is  slowly 
dis.solved  by  the  exudates,  and  then  exerts  its  antiseptic 
action.  T'ho  bacteriological  work  on  which  the  use  of  this 
compound  is  based  and  satisfactory  clinical  results  were 
published  in  1915.'  The  mixture  is  non-toxic  and  can 
be  applied  to  mucous  mcnd)raue.  It  is  a  trustworthy 
germicide  for  sterilizing  the  skin  before  operations,  and  is 
applied  by  means  of  a  spray.  .\s  it  stains  the  skin  green 
the  area  so  treated  is  clearly  marked  out.  When  applied 
to  septic  wounds  it  practically  stops  secondary  infection 
aud  steadily  diminishes  the  number  of  pre-existing  micro- 
organisms. Its  value  has  also  been  jjroved  in  osteo- 
myelitis, septic  compound  fractures,  burns,  ulcers,  boils, 
and  carbuncles. 

The  treatment  of  infected  war  wounds  by  physiological 
methods  was  inaugurated  by  Colonel  Sir  Almroth  Wright, 
who  introduced  the  physiological  saline  solution  (0.85  per 
cent,  sodium  chloride)  and  the  hypertonic  solution  con- 
taining 5  ])er  cent,  of  tlie  salt.  He  argues  that  tlie  hyper- 
tonic solution  inhibits  and  arrests  bacterial  growth,  pro- 
duces a  lymphagogic  action,  and  sets  tree  a  tryptic  ferment 
for  the  digestive  cleansing  of  the  wound.  Dressings 
should  be  applied  warm,  very  wet,  and  covered  with  an 
impermeable  tissue.  If  the  position  of  the  wound  render 
it  practicable,  immersion  in  a  5  per  cent,  saline  bath  is  the 
best  procedure.  The  bath  should  be  intermittent  to  allow 
of  the  alternating  lymphagogic  and  digestive  cleansing 
action.  Normal  saline  dressing  is  used  in  the  intervals. 
Extensiv<^  lacerated  wounds  with  fracture  caused  by  shell 
or  bomb  have  more  recently  been  packed  with  salt  tablets 
wrapped  in  gau/e  folds,  the  whole  being  covered  with 
jaconet.  This  dressing,  which  usually  causes  pain  for 
some  hours,  can  be  left  for  two  or  three  days  provided  the 
outer  covering  is  moist  with  discharge,  showing  that  lymph 
flow  is  active. 

The  use  of  hypochlorous  acid  as  an  antiseptic  has  come 
into  prominence  during  the  war,  and  chiefly  in  the  form  of 
eusol — a  solution  containing  approximately  0.5  per  cent,  of 
the  acid — has  been  extensively  employed  in  naval  hospitals. 
It  is  a  ))OW(;rful  germicidal  agent  as  proved  by  laboratory 
experiments,  is  nontoxic  to  the  tissues,  and  being  gaseous 
penetrates  ilceply  to  all  parts  of  the  wound.  The  solution 
of  hyj)ochlorite  of  sodium.  0.5  to  0.6  per  cent.,  introduced 
by  Dakin  and  Carrel  is  also  in  use  together  with,  the 
special  method  of  injection  tubes  and  light  gauze  packing 
to  ensur(!  contact  of  the  fluid  with  the  whole  surface  of 
the  wound,  (rood  rcisults  have  been  obtained  from  this 
treatment,  the  wounds  cleaning  ([uickly  and  a  healthy 
granulating  action  ai)pears.  It  employed  for  a  long 
pericid  both  solutions  ha\o  in  a,  few  cases  produced 
oedema,  and  irritation  of  skin.  This  cm  be  prevented 
by  vaselinf!  smears. 

The  clinicd  results  oblained  by  the  use  of  a  bismuth, 
iodoform,  aiul  parallin  paste  '  in  sepUc  wounds,  including 
compound  fiaclures.  lias  led  to  iU  eni|ployment  in  the  naval 
hospitals  with  iricdiiiaj^iiij^  icsiilts.  'j'hcMij^h  a  less  pnwerful 
and  li'-s  sniiililr  antiseptic  ai^cnt  lliaii  tli<'  hypochlorites, 
i)bserv;il  i(iM  has  shown  th.it,  it  iiiaiiil.iins  a  conliMUous 
antise|ilic  anion  in  tliewdund.  It  excites  ,1  lr<'e  exuda- 
tion of  s<'niiii.  ,'iiid  grannl.iliou  tissue  grows  fret.'ly  in 
contact  with  il.  The  wound  ;dter  thorougli  <'leansing  is 
swabbed  with  ether  oi-  rectified  spirit,  a  little  of  the  jniste 
is  rubbed  into  tlu^  tissues,  a  thin  layer  being  left  in  the 
deeper  jiarts,  .-md  a.  >;aiize  (h<!ssing  apjilied.  The  dressing 
can  he  left  on  and  tlie  wound  undistm-hed  for  seven  days 
or  longer.  This  is  an  advantaj^e,  especially  in  compound 
Iractures;   il  s.ives    labour,   dressings,  and    much    distress 


to  patients.  Drainage  tubes  are  not  required,  as  the  Dastg 
does  not  prevent  the  escape  of  discharge.  The  con- 
stituents are  toxic  if  freely  absorbed ;  the  quantity  used, 
therefore,  should  not  exceed  two  drachms. 

At  Haslar  successful  drainage  of  wounds  has  been 
obtained  with  a  four- way  drainage  rubber  staff,  which  iu 
transverse  section  is  a  cross."  It  overcomes  the  accumula- 
tion of  discharge  which  occurs  in  a  tube  if  tlie  opening 
be  not  dependent.  When  using  the  four- way  .staff  the 
pressure  exerted  by  the  contraction  of  surrounding  tissues 
is  directed  upon  the  discharges,  which  are  forced  out. 
With  regard  to  the  dressing  applied  to  septic  wounds 
generallj',  constant  and  repeated  change  is  always  the 
practice. 

liiirns. 
Hitherto  picric  acid  as  a  first  dressing  has  been  un- 
rivalled, and  septic  burns  treated  by  hot  saline  baths  and 
boric  fomentations,  followed  by  a  mildly  antiseptic  oint 
ment  of  soft  consistence,  have  healed  readily  and  well. 
.Medecin-niajor  Harthe  de  Sandfort's  "arnbrine"  treatment 
(vide  p.  5401  is  now  under  trial. 

K(jitip)Heiil. 

For  the  treatment  of  the  aftereffects  of  severe  injuries 
such  as  stiff  joints,  atrophied  musculature,  and  nerve 
lesions,  the  naval  hospitals  are  fully  equipped.  Surgical 
gymnasiums  have  been  estabUshed  and  fitted  with  medico- 
mechanical  apparatus  to  aid  in  the  restoration  of  articular 
and  muscular  function.  The  forms  of  apparatus  were 
designed  to  carry  out  by  mechanical  means  the  various 
movements  and  manipulations  of  the  Swedish  sj'stem  of 
physical  exercises,  and  include  a  combination  weight  and 
pulley  apparatus — stationary  bicycle — apparatus  for  foot 
circumduction,  knee  and  foot  flexion  and  extension,  elbow 
pendulum  with  shoulder  extension,  frictional  wrist 
machine,  finger  machine,  shoulder  circling  movements, 
etc.  The  machinery  can  be  set  at  any  desired  resistance 
by  the  aid  of  graduated  levers  and  adjustable  weights. 
For  impaired  articular  movement  radiant  heat  treatment 
(solarium  bath)  is  also  employed.  Electrically  the  inter- 
rupted and  continuous  current  in  its  various  forms  is  in 
use,  as  well  as  the  high  frequency  current,  including  dia- 
thermy. The  system  of  testing  muscle  reaction  by  con- 
denser discharges  has  been  adopted.  Ionization  is  prac- 
tised extensively  iu  a  great  number  of  injuries,  and  has 
been  found  particularly  useful  in  obstinate  healing  wounds 
and  in  relaxing  scar  tissue.  An  excellent  and  complete 
j:-ray  apparatus  is  in  use,  with  improved  means  for  the 
localization  of  foreign  bodies.  All  of  the  most  recently 
invented  splints  are  also  available.  Hey  Groves's  instru- 
ments for  inducing  aud  maintaining  correct  adjustments 
in  fractured  bones  are  in  use. 

The  Wildey  hypodermic  syringe,  designed  by  Deputy 
Surgeon-deneral  A.  G.  Wildey,  It.N.,  has  been  used  with 
great  satisfaction  both  in  naval  actions  and  in  tlie  field.  The 
syringe  with  needle  fixed  is  lifted  into  a  metal  sheath  with 
safety-pin  attachment  by  which  it  can  be  fastened  to  the 
coat  and  thus  be  readily  available  at  any  moment.  The 
sheath,  which  can  be  quickly  removed  and  replaced, 
protects  it  from  dust  and  dirt.  A  spare  needle  fits  neatly 
into  the  hollow  piston.  The  syringe  is  used  in  conjunction 
with  a  solution  bottle  fitted  with  rubber  cap,  through 
which  the  needle  is  passed  and  the  syringe  rapidly 
charged. 

The  assistance  afforded  by  accurately  applied  pressure 
in  tourniijuet  work  is  shown  by  a  metal  touriiiijuet  designed 
in  Hiislar.'  The  freedom  and  simplicity  with  whicli  its 
pressure  can  be  increased  or  diminished  with  delicacy 
should  encourage  a  more  constant  usi'  of  the  tourniquet 
without  fear  of  damage  to  tissues  or  of  oozing  of  blood 
after  the  ojierations.  Its  advantages  are  best  displayed 
during  operations  upon  cases  of  traumatic  aneurysm, 
aneurysmal  varix,  and  varicose  aneurysms.  A  rubber 
t(Miriii(piet  is  dillieult  to  ap|ily  and  remove,  and  when 
applied  its  jiressure  is  j^reater  than  required  and  maiu- 
tain<'d  longer  than  nc^cessary.  These  drawbacks  are 
abolished  by  the  use  of  this  now  metal  tourniquet. 

Itl'.FKlU-lNCI'.s, 

'.Inn III.  Un,i.  X:iri,l  MeiHcd  Scrr/c-.  1915,  i,  in).  103  142.  ■  British 
.loiiriKil  tif  Sill-Ill- 1 II.  1916.  iii.  p.  427.  '■' .Jniirii.  lloti.  Nimil  MeiUcal 
Nfi-riri-.  igiS,  i.  11.322.  ^  7,ioiio(.  19ir>.  ii.  li.  165.  '  Ibid..  1917.  i.  Ii.  J31. 
'■  lianisii  MiaiicAi,  .Iouunat..  1917.  i.  p.  120.  '  Juiirii.  Hon.  Naval 
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HYGIENE. 

By  Fleet  Surgeon  R.  C.  Munday,  R.N. 
Just  as  the  fighting  service  of  the  navy  was  found,  at 
the  outbreak  of  war,  prepared  at  all  points  for  any 
emergency,  so  also  the  medical  service  of  the  navy  stood 
•equipped  with  every  weapon  that  modern  sanitary  science 
could  suggest.  In  August,  1914,  many  eminent  combatant 
naval  officers  were  of  opinion  that  the  numerous  and  far- 
reaching  precautions  for  safeguarding  and  fostering  the 
health  of  the  personnel  would  to  a  great  extent  have  to  be 
abandoned  in  the  face  of  the  pressing  exigencies  of  modern 
warfare.  It  was  also  generally  thought  that  the  war 
would  probably  be  of  short  duration,  and  that  many  con- 
ditions of  life  which,  if  long  continued,  would  be  detri- 
mental to  health,  could  and  indeed  must  be  endured  for 
&  few  months.  The  Director-General  of  the  Naval  Medical 
Department,  however,  has  from  the  outset  always  main- 
tained that  the  objects  to  be  kept  constantly  in  view  are  to  . 
keep  as  many  officers  and  men  as  possible  in  the  highest 
state  of  lighting  efficiency,  and  to  reduce  the  loss  of  service 
from  sickness  to  a  minimum.  It  was  evident  also  that 
the  means  to  this  end  were  constant  supervision  of  the 
daily  life  of  the  personnel  and  the  continuous  adoption 
in  practice  of  measures  born  of  modern  research.  As  a 
result  of  this  doctrine,  the  war,  instead  of  producing  a 
reduction  or  relaxation  of  the  requirements  of  modern 
sanitation,  brought  with  it  a  great  speeding  up  of  hygienic 
vigilance,  together  with  progressive  improvement  in  the 
appliances  and  apparatus  employed  in  preventive  medicine 
throughout  the  naval  service,  not  only  afloat  but  also  in 
our  many  shore  establishments.  Combatant  officers  and 
local  administrators  who  were  at  first  sceptical  of  or  even 
strongly  opposed  to  activity  in  such  directions  have  come 
to  see  the  military  advantages  accruing  therefrom,  and 
now  demand  the  maintenance  of  a  high  standard  of 
hygiene.  That  success,  beyond  anything  the  most 
optimistic  prophet  could  have  foretold,  has  attended  the 
efforts  made  by  the  Naval  Medical  Service  is  evident  from 
the  extraordinarily  small  loss  of  service  from  sickness  in 
the  navy,  in  the  dockyards,  and  in  the  Admiralty  munition 
factories  ;  moreover,  the  well  established  fighting  efficiency 
of  our  sailors  and  aviators  points  in  the  same  direction. 

Ventilation.  * 

The  improvements  in  our  warships  since  hostilities 
commenced  are  perhaps  more  pronounced  in  the  matter 
of  ventilation  than  in  any  other  branch  of  h3'giene.  These 
improvements  are  the  outcome  of  recommendations  made 
by  a  committee  appointed  by  the  Admiralty  at  the  end  of 
1912  to  investigate  and  report  on  the  best  methods  of 
ventilating  modern  warships.  The  Admiralty  were  moved 
to  this  step  by  certain  observations  recorded  at  a  series  of 
conferences  of  naval  and  civilian  medical  men  summoned 
in  1910  to  consider  and  report  on  the  causes  and  effects  of 
tuberculosis  in  the  navy. 

In  March,  1913,  a  First  Interim  Report  was  submitted 
by  the  Committee  to  the  Admiralty,  making  certain 
urgent  recoumiendations  of  a  constructional  nature  ;  and 
as  a  result  of  these  representations  a  definite  minimum 
standard — 200  cub.  ft. — of  individual  cubic  space  for 
sleeping  places  was  laid  down,  and  a  uniform  minimum 
fan  supply  of  3,000  cub.  ft.  of  air  per  hour  per  man 
was  arranged  for  all  sleeping  and  all  ordinary  working 
and  living  spaces.  The  position  of  various  ventilators 
on  the  weather  deck  was  so  arranged  as  to  ensure  a 
continuous  supply  of  pure  air  under  all  conditions  of 
weatiier  and  sea.  The  undesirable  position  also  of  cer- 
tain alternative  intakes  between  decks  was  abolished  and 
methods  of  improvement  in  this  respect  were  inaugurated. 
The  Committee  considered  that  a  powerful  exhaust  effect 
from  the  engine  room  and  stokehold  ventilation  was 
available  for  use  on  the  mess  decks  when  required ;  but 
as  a  general  rule  they  strongly  recommended,  and  the 
Admiralty  adopted,  the  plenum  system  combined  with 
natural  exhaust  for  living  spaces,  and  the  fan  exhaust 
system  with  natural  supply  for  spaces  in  which  are 
generated  disagreeable  odours,  great  heat,  water  vapour, 
or  deleterious  gases  ;  but  it  was  specifically  stated  that  no 
fan  supply  should  be  fitted  for  the  ventilation  of  such 
places.  Silent-running  fans,  means  for  avoidance  of 
draughts,  arrangements  for  accessibility  of  the  interior  of 
air  trunks  for  cleaning  purposes,  and  tlie  fine  adjustment 


of,  and  protection  from  unauthorized  tampering  with,  air- 
warming  appliances  are  now  fitted  in  all  new  ships. 
Formerly  improvement  in  the  ventilation  and  drainage  of 
bathrooms  was  urgently  needed,  and  at  the  suggestion  of 
the  Committee  special  innovations  were  introduced  by 
which  the  atmosphere  in  these  places  was  rendered  purer 
and  at  the  same  time  prevented  from  pervading  tiie  living 
spaces.  Lastly,  the  inadequate  electric  lighting  of  mid- 
shipmen's studies  and  of  departmental  offices  was  cor- 
rected, a  3  ft.  candle  illumination  on  the  desks  being  so 
arranged  that  the  light  passes  over  the  left  shoulder  of 
the  person  reading  or  writing ;  now  also  offices  in  which 
persons  are  working  most  of  the  day  are  placed  where 
natural  light  and  ventilation  are  available.  Not  only  did 
the  Admiralty  order  the  recommendations  to  be  embodied 
in  the  designs  of  all  new  ships,  but  they  also  gave  instruc- 
tions that  so  far  as  was  feasible  completed  ships  should  be 
brought  into  line  with  the  Committee's  pronouncements, 
and  during  the  war,  as  the  older  ships  have  come  into 
dockyard  hands  for  a  refit,  their  ventilation  and  sanitation 
has  been  brought  up  to  date. 

In  April,  1913,  a  Second  Interim  Report  was  published, 
dealing  chiefly  with  administrative  matters,  and  in  accord- 
ance with  the  Committee's  suggestions  a  senior  medical 
officer  was  appointed  as  an  additional  member  of  the  staff 
of  the  Medical  Director- General  to  assist  the  Director  of 
Naval  Construction  in  the  consideration  of  all  plans  and 
detailsof  fittings  in  connexion  with  ventilation  and  hygiene 
of  ships  building,  all  such  plans  being  referred  to  the 
Medical  Director-General's  department  for  that  purpose 
before  final  approval  was  given.  This  medical  officer  was 
also  placed  at  the  disposal  of  the  Director  of  Naval  Equip- 
ment in  the  event  of  his  requiring  expert  advice  on  any 
point  of  naval  hygiene,  and  the  former  now  inspects  the 
hygienic  arrangements,  including  ventilation,  in  ships 
building  as  they  approach  completion,  so  as  to  avoid  as 
far  as  possible  any  necessary  alterations  when  the  ships 
are  completed  ;  he  also  co-operates  with  the  above  depart- 
ments in  dealing  with  proposed  alterations  and  improve- 
ments in  the  ventilation  and  sanitation  of  ships  already 
built. 

Further,  there  is  on  board  every  ship  one  commissioned 
officer  responsible  to  the  captain  for  the  general  supervision 
and  the  best  use  of  the  means  available  for  the  ventilation 
of  the  ship ;  and  whether,  in  every  case,  the  senior  medical 
officer  be  actually  employed  on  this  duty  or  not  he  is  at 
least  always  in  close  touch  with  the  officer  detailed  for  it, 
and  is  now  recognized  as  the  official  expert  on  matters  of 
ventilation  and  hygiene  generally.  Moreover,  every  ship 
now  has  a  well-organized  ventilation  party  for  the  manage- 
ment of  the  ventilatiou  appliances  under  the  orders  of  the 
ventilation  officer.  The  medical  officers  also  give  lectures 
on  board  ship  to  officers  and  men  on  elementary  hygiene, 
with  especial  reference  to  ventilatiou  ;  assistant  construc- 
tors going  through  a  course  at  Greenwich  College  attend 
the  lectures  on  naval  hygiene  given  at  the  medical  school 
there,  and  medical  officers  under  instruction  at  Greenwich 
are  taught  the  construction  of  fans,  how  to  read  plans  of 
ventilation,  and.  the  considerations  governing  the  volume 
and  velocity  of  air  passing  through  trunks,  ducts,  etc. 

As  affording  a  good  index  of  the  efficiency  of  the  means 
of  ventilation,  regular  observations  of  wet  and  dry  bulb 
temperatures  in  living  and  working  spaces  are  made  by 
medical  officers  afloat,  and  samples  of  air  are  taken  in 
compartments  where  the  ventilatiou  seems  unsatisfactory. 
These  samples  are  sent  to  Greenwich  College  for  analysis 
aud  report  in  duplicate,  one  copy  l)cing  forwarded  to  the 
ship  and  the  other  to  the  Medical  Department  for  the  in- 
formation of  the  Director  General,  and  to  enable  him  to 
keep  in  touch  with  the  requirements  of  ship  ventilation. 
Every  ship  also  now  submits  a  quarterly  report,  signed  by 
the  captain,  showing  what  means  of  ventilatiou  and 
warming  have  been  in  use,  the  extent  of  the  supervision 
exercised,  records  of  wet  aud  dry  bulb  temperatures  taken 
in  living  spaces,  and  results  of  analyses  of  air,  together 
with  any  recommendations  for  improvement. 

The  Final  Report  of  the  Ventilation  Committee  was 
issued  in  March,  1914,  and  contained  inter  alia  a  proposal 
for  a  new  system  of  truuking,  devised,  after  a  long  series 
of  experiments  at  Rortsmoutli  I^ockyard,  to  overcome  the 
disadvantages  of  previous  systems  by  which  intolerable 
draughts  were  produced  and  air  and  warmth  were  dis- 
tributed in  a  most  uneven  manner  throughout  the  living 
paces. 
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Tlie  piiuciple  of  tlic  new  system  wliicli  has  now  been 
adopted  in  our  most  recent  battleships  and  cruisers  is  that 
by  means  of  an  adjusted  deflector  projectin"  into  the  air 
duct  a  limited  flow  of  air  is  directed  into  a  lar<>e  number 
of  outlet  gratings. 

It  was  found  that  with  a  suitable  but  very  simple  and  inex- 
pensive form  of  grating  tlie  air  passes  out  tlu'ougli  it  witli  a 
fairly  uniform  velocity  at  all  parts.  As,  liowever,  the  area  of 
the  grating  is  considerable  in  jiroportion  to  the  air  allowed  to 
issue  througfi  it,  the  velocity  of  the  issuing  air  is  low,  anti  no 
unpleasant  draught  is  perceptible  at  more  tliau  a  foot  awa>" 
even  wlien  100  culiic  feet  of  air  a  minute  are  issuing  from 
a  grating  of  18  bv  6  inches.  The  grating  is  made  of  expanded 
steel,  and  it  was  found  that  a  three-eiglitlis  of  an  inch  mesli 
placed  so  that  its  direction  tended  to  deflect  tlie  air  at  right 
angles  to  the  trunk  tlius  : 
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produced  tlie  best  effect  at  a  minimum  of  cost  and  weight.  .\ii 
endeavour  was  then  made  by  varying  tlie  curvature  of  tlio 
deflector  to  obviate  the  iueipiality  of  distribution  over  the  face 
of  the  grating,  and  experiments  wore  made  with  deflectors  : 


a)  Concave,  thus : 


ib)  Straight,  thus  : 


((■)  Convex,  thus  : 


The  distribution  of  the  air  was  fouiul  to  be  a  function  of 
(1)  the  velocity  of  tlie  air  in  the  trunk  flowing  past  the 
deflector;  (2)  the  amount  of  opening  of  the  deflector;  (3)  the 
shape  of  the  deflector. 

On  the  whole,  the  straiglit  deflector  proved  to  be  the  most 
satisfactory  and  was  adoiited  in  all  subsequent  experiments  ; 
and  for  gratings  in  the  proximal  end  of  the  trniik  nearest  to  the 
fan,  where  the  velocities  are  high  and  the  angle  of  opening  of 
the  <letlector  small,  the  straightness  and  truth  of  the  deflector 
is  of  great  importance. 

As  each  deflector  takes  off  a  ijortion  of  the  air  flowing  along 
a  uniform  trunk  tlie  velocity  of  air  How  in  the  trunk  beyond 
is  correspondingly  diminished  ;  and  since  frictional  resistance 
varies  as  the  s(iuare  of  the  velocit\'.  there  is  a  very  marked 
reduction  in  frictional  resistance.  So  inijiortant  is  this  effect, 
that  it  was  found  tliat  with  a  suHicient  number  of  deflectors 
and  gratings  distributed  along  the  sides  of  a  uniform  trunk  of 
sufficient  length  tlie  volume  of  air  delivered  was  93  per  cent, 
of  the  delivery  when  no  trunk  at  all  was  connected  with  the 
delivery  side  of  the  fan,  there  being,  however,  a  trunk  of  about 
the  ordinary  length  and  size  on  the  intake  side,  as  would 
always  be  the  case  in  a  ship. 

The  deflectors  themselves  cause  110  material  resistance. 
There  is  no  difficulty  in  fixing  them  ho  that  each  gives 
jiractically  the  same  delivery  of  air,  a  siniide  formula  having 
been  found  fiy  means  of  which  this  can  be  done  without  actual 
trial.  The  deflectors  remote  from  the  fan,  where  the  velocity 
and  (iressure  of  the  air  in  the  trunk  are  small,  require,  of 
course,  to  be  much  more  widely  open  than  those  close  to  the 
fan.  Suppose  the  number  of  deflectors  in  a  trunk  is  N,  then 
the     amount     of     opening     of     the     Ktli     deflector    will     be 
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multiplied   by   the   widtli   i)f    the    trunk;  thus,    for 


e.xample,  the  last  must  he  full  open,  the  last  but  one  lialf  open, 
and  so  on. 

Ill  a  new  ship  the  deflectors  are  first  adjusted  in 
accordance  with  the  above  formula,  and  then  with  the  fan 
runnin<<  under  ordinary  conditions  each  delivery  opening 
is  examined  to  see  whether  the  velocity  of  air  current  is 
appro.ximately  the  same  at  any  portion  of  the  trunk 
proximal  or  distal,  and  the  deflectors  are  adjusted  until 
this  lias  been  attained  ;  but  once  equality  of  velocity  has 
been  secured  tlie  deflectors  should  be  permanently  fixed  so 
that  unauthorized  persons  shall  not  tamper  with  tliem  and 
cause  too  great  a  draught  in  one  place  and  a  lack  of  air  in 
another. 

in  the  case  of  branch  pipes  it  was  found  best  to  place  a 
deficctor  at  the  junction  and  so  control  the  delivery 
through  the  whole  of  the  gratings  on  the  branch.  Kacii 
grating  on  the  branch  should  also  have  its  deflector.  It 
was  also  found  that  it  made  no  measurable  diO'ereuce  to 
the  amount  of  air  distributed  whether  the  branches  came 
off  at  right  angles  or  at  the  usual  angle  of  30  degrees. 

If  each  grating  measures  18  by  6  inches,  which  appears 
to  be  a  convenient  size,  one  is  reipiired  for  every  two  men 


when  50  cubic  feet  of  air  per  man  per  minute  is  supplied. 
This,  of  course,  means  a  considerable  number  of  gratings. 
On  the  other  hand,  the  arrangement  is  simple,  ine.T.- 
pensive,  and  efficient  in  preventing  draughts  and  dis- 
tributing air  and  warmth  evenly  throughout  a  compart- 
ment. Very  favourable  r(>ports  have  been  received  from 
all  ships  so  fitted. 

Another  great  improvement  effected  during  tlie  war  as  a 
result  of  the  Committee's  recommendation  is  the  intro- 
duction of  a  water-excluding  ventilator,  which  is  a  modifi- 
cation of  a  fitting  observed  by  the  Committee  in  the  French 
battlesliip  Conrhet. 

Important  compartments  in  the  forward  end  of  the  ship, 
such  as  the  seamen's  latrines  and  the  sick  bay,  both  of 
which  require  specially  good  ventilation,  were  formerly 
entirely  without  it  at  sea,  except  in  the  calmest  weatlier, 
simply  because  both  the  natural  and  artificial  ventilation 
had  to  be  closed  to  keep  the  water  out.  Now,  however, 
the  new  fitting,  by  a  combination  of  centrifugal  action  and 
drainage,  guides  any  water  which  enters  tlie  ventilator 
back  to  the  deck  without  permitting  any  of  it  to  enter  the 
fan  or  trunks.  Consequently  every  compartment  in  the 
latest  ships  is  just  as  well  ventilated  in  the  roughest 
weather  at  sea  as  it  is  in  smooth  weather. 

Mncli,  too,  has  been  done  to  reduce  the  heat  and  stag- 
nation of  air  in  certain  important  compartments  near  the 
boiler  rooms  by  the  introduction  of  the  traversing  type  of 
open  })ropeller  fan  with  the  object  of  stirring  up  the  air  in 
accordance  with  Leonard  Hill's  results. 

In  1915  the  condition  of  living  spaces  during  the  long 
hours  in  which  the  ports  and  all  means  of  natural  venti- 
lation have  to  be  closed  to  exclude  light  came  under 
consideration,  and  a  number  of  light-excluding  scuttle 
ventilators  was  supplied  to  every  ship. 

Special  attention  has  been  paid  in  the  ships  built  during 
the  war  to  the  positions  and  ventilation  of  wireless  offices, 
transmitting  stations  (wliich  are  the  chief  nerve  ganglia 
in  a  ship),  and  to  the  space  appropriated  for  treatment  of 
the  wounded  during  action,  so  that  the  atmosphere  in  each 
of  them  may  be  cool  and  fresh,  (iunhouses  and  the  silent 
cabinets  in  gunliouses  have  within  the  past  twelve  montlis 
been  fitted  with  artificial  ventilation  which  lias  been  very 
favourably  reported  on  by  the  (iunnery  School  at  Whale 
Island.  Destroyers  are  now  fitted  with  pressure  venti- 
lating faus  and  the  indirect  system  of  heating  the  mess 
decks. 

The  ventilation  of,  and  the  method  of  purification  of, 
the  air  in  submarines  have  been  greatly  improved  since 
the  outbreak  of  war,  and  this  is  very  clearly  shown  by  the 
enormous  reduction  in  the  CCX  content  after  long  hours  of 
diving.  Traversing  fans  have  been  introduced  into  these 
vessels  also. 

Water  Siipphj. 
Before  the  war  practically  all  drinking  water  consumed 
in  ships  in  commission  was  distilled  by  their  own  con- 
densers, but,  for  military  reasons,  a  very  large  number  of 
the  smaller  vessels  and  a  few  of  the  larger  have,  during 
the  present  hostilities,  derived  their  water  supply  from  the 
shore  through  the  medium  of  water-carrying  vessels, 
varying  in  size  from  small  water  boats  of  about  100  tons 
to  large  colliers.  It  was  obvious  from  the  commencement 
of  this  system  that  the  transit  from  the  standpipe  on  shore 
to  the  drinking  tank  in  II.M.  ships  by  way  of  hoses  and 
tanks  in  water  carrying  vessels  would  bo  attended  bj'  a 
good  deal  of  pollution,  unless  special  precautions  were 
taken,  and  even  then  some  risk  would  be  unavoidable ; 
accordingly,  the  Admiralty  issued  orders  that  the  work  of 
cleaning  tanks  was  in  all  ships  to  be  carried  out  under 
medical  supervision  ;  that  the  clothing,  including  footwear, 
of  the  men  who  actually  enter  the  tank  was  always  to  be 
previously  disinfected  ;  and  that  the  work  must  be  done 
by  the  ship,  not  by  contractors,  so  that  the  men  who 
carried  it  out  could  be  under  immediate  control  ,and  super- 
vision. Moreover,  the  process  of  supplying  drinking  water 
from  standpipes  on  shore  to  tank  vessels  has  for  the  past 
twelve  months  been  under  the  supervision  of  naval  medical 
officers,  who  draw  up  a  few  simple  rules  for  the  guidance 
of  the  men  in  charge  of  standpipes  and  for  the  masters  of 
tank  vessels.  These  rules  are  posted  near  the  standpipes 
and  in  prominent  positions  in  the  tank  vessels.  Similarly 
the  process  of  receiving  water  from  a  tank  vessel  into  one 
of  il.M.  ships  is  always  under  tlio  supervision  of  the 
me<lical   officer   of    that    ship   or   her   parent    ship,    wlio 
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sterilizes  the  water  with  chloride  of  lime,  however  pure 
the  source  of  the  supply  may  be. 

Further,  a  special  naval  medical  officer  is  employed  in 


Fig.  1.— Neil  Robertson  Stretcher  Open. 

the  sole  duty  of  seeing  that  every  precaution  possible  is 
taken  to  safeguard  the  water  from  pollution  during  its 
transit  from  shore  standpipes  to  ship's  tanks.  He  travels 
from  port  to  port  inspecting  the  water-carrying  vessels 
to  see  that  their  fittings  are  in  accordance  with  hygienic 
requirements  and  that  the  method  of  transferring  the 
water  is  in  accordance  with  the  rules  laid  down  by  the 
Medical  Department. 

During  the  Gallipoli  campaign  a  distilling  apparatus  of 
great  capacity  was  set  up  in  Mudros  in  order  to  provide 
the  ships  and  the  Naval  Division  with  an  ample 
supply  of  pure  water. 

As  the  sites  of  air  stations  have  been  selected 
primarily  from  a  fighting  point  of  view,  the 
water  supply,  both  as  regards  quantity  and 
quality,  has  often  proved  a  matter  of  difficulty 
and  anxious  consideration;  it  has  then  been 
necessary  to  arrange  for  sterilization  by  chlorina- 
tion. 

Vnhealthy  Occupations. 

The  composition  used  for  the  preservation  of 
the  fabric  of  aeroplanes  contains  material  which, 
in  civilian  factories,  has  given  rise  to  niauy 
cases  of  toxic  jaundice,  some  of  which  have 
proved  fatal.  Although  the  Naval  Air  Service 
baa  used  a  very  large  amount  of  this  "dope" 
no  deaths,  nor,  indeed,  any  cases  of  illness 
entailing  loss  of  service  for  a  single  day,  have 
occurred.  This  fortunate  result  is  to  be  attri- 
buted to  widely  disseminated  information  among 
the  personnel  as  to  the  danger  to  be  guariled 
against,  efficient  artificial  exhaust  arrangements 
(giving  thirty  changes  of  air  per  hour  in  doping 
rooms)  and  complete  organization  for  extensive 
alternation  of  work. 

The     "dope"     used     in     varnishing    airship 
envelopes  is  of  an  entirely  different  nature,  and 
in  the   absence  of    protective   measures    causes 
symptoms    resembling    acute     alcoholism ;     but 
here   again,  although   several   hundreds  of  men 
are    employed   continuously   at    this   work   no    ill    effects 
can    be    traced   to   it    owing   to   the   efficient  methods  of 
immediately  removing  the   fumes   by  a  large   number  of 
powerful  exhaust  fans. 


In  our  munition  factories  5,000  men  and  women  handle 
tri-nitro-toluene  (T.N.T.),  but  no  dust  is  allowed  to  collect, 
and  the  regulations  for  the  protection  of  workers  have  been 
so  strictly  carried  out  that  not  only  have  there  been  no 
fatal  ca.ses,  but  there  is  no  record  of  a  single  case  of  toxic 
jaundice.  Although  many  authorities  believe  that  the 
poisonous  agent  in  T.N.T.  is  introduced  through  the  skin, 
it  is  considered  unjustifiable  to  allow  the  fumes  of  melting 
T.N.T.  to  escape  into  the  general  atmosphere  of  the  room, 
and  in  all  our  factories  artificial  exhaust  arrangements 
have  been  fitted  to  remove  the  fumes  from  their  point  of 
origin. 

THE    SERVICE   AFLOAT. 

BY 

Deputy  Surgeon- General  Robert  Hill,  C.V.O., 

Principal  Medical  Officer,  Grand  F'leet, 

AND 

Fleet  Surgeon  E.  A.  Pkniold,  D.S.O.,  M.B.,  R.N. 

All  senior  medical  officers  afloat  of  the  Royal  Navy 
appreciate  the  work  of  preparation  which  has  been  steadily 
going  on  for  many  years,  most  markedly  in  the  last 
decade,  in  the  Service.  The  plans  laid  down  in  peace 
time  for  the  rapid  expansion,  when  war  should  be  declared, 
in  personnel  and  stores,  all  bore  fruit  when  put  to  the  test 
in  1914,  and  this  expansion  still  continues. 

The  installation  about  six  years  ago  of  high-pressure 
steam  disinfectors  in  ships  has,  since  the  outbreak  of  war, 
proved  of  supreme  value.  Besides  providing  a  weapon  to 
combat  the  exanthemata  and  other  infectious  diseases  as 
well  as  scabies,  they  sterilize  clothing  and  dressings  as 
frequently  as  may  be  desired.  Another  great  improve- 
ment of  pre-war  times  was  the  replacement  of  the  clumsy 
service  stretcher  by  the  two  forms  of  stretcher  now  in 
general  use— (1)  the  bamboo  stretcher  designed  from  the 
Japanese  stretcher  by  the  late  Fleet  Surgeon  Neil 
Robertson,  R.N.  (Figs.'l  and  2),  which  renders  possible 
the  removal  of  wounded  from  small  compartments,  down 
escapes  in  turrets,  and  round  difficult  corners  with  a 
minimum  of  danger  and  discomfort,  and  (2)  the  ambulance 
field  service  stretcher  (Fig.  3),  which  enters  so  largely  into 
the  scheme  for  increased  stowage  space  by  the  tier 
system,  as  explained  further  on  (Figs.  4,  5,  and  6). 
"At  the  outbreak  of  war  the  supply  of  stores  and  instru- 
ments increased  automatically,  and  catgut,  silk,  and  the 
like  were  sent  to  ships  in  portable  tubes  ready  sterilized. 
The  ships  have  always  been  on  a  war  footing,  but  much 
has  been  learnt  since  the  start  of  hostilities,   notably  the 


Fig.  2.— Neil  Robertson  Stretcher  with  I'atieut. 


large  number  and  severity  oE  burn-i  eiuomit  ercd  in  action. 
Pictures  of  bluejackets  working  their  guns  stripped  to  the 
waist  are  picturesque  reminiscences  of  the  past,  but  the 
battle  of  Jutland  showed  that  exposed  parts,  such  as  face. 
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neck,   liauds,   autl    arms,   are   very   liable   to   be    severely 
burnt. 

For  the  evolution  of  the  anti-gas  apparatus  thanks  are 
line  to  Fleet  Suri»eon  1).  W.  Hewitt,  K.X.,  and  Jlr.  A. 
Hutcliinson.  of  Pembroke  Collone,  Cambridge.  Their  work 
goes  to  prove  tliat  the  naval  medieal  authorities  are  keeping 
pace  with  and  countering  the  fresh  devices  of  the  enemy 
in  this  respect. 

linriis. 

Tlie  parafliu,  or  "  ambrine,"  treatment  of  burns  intro- 
duced by  Medecin-major  Barthc  de  Saudfort  of  Paris  (late 
of  the  French  navy)  has  been  adopted  by  the  Naval 
.Medical  Service  afloat.     A  small  slab  of  the  wax,  which  is 


amount   of  work  they  have   accomplished   lias  proved  of 
infinite  benefit  to  the  comfort  and  well-being  of  all  hands. 

Sick  Bays 
The  evolution  of  the  sick  bays  from  tliose  of  twenty 
years  ago  has  advanced  as  rapidly  as  that  of  the  ships 
themselves,  and  they  are  now  well  equipped.  Situated- 
well  forward,  the  sick  bay  usually  occupies  the  wliol& 
beam  of  the  ship,  and  thus  gets  the  advantage  of  scuttles- 
on  both'sidcs  for  light  and  air.  It  is  also  ventilated  by 
trunks  from  the  upper  deck,  and  this  is  of  inestimable 
advantage  when  battened  down  at  sea.  The  swinging  cots,- 
from  eight  to  twelve  in  number,  are  slung  on  supports  in 
the  main  portion  of  the  bay,  and  arranged  in  two  tiers- 
with  room  between  each  groujj  to  nurse  on  both  sides. 
There  is  also  room  for  a  few  hammocks.  The  messing 
room  is  usually  curtained  off  from  the  beds.  The  operating 
room  is  an  excellent  compartment  with  tiled  floor,  good 
light  from  both  scuttles  and  electric  groups,  enamelled  iron- 
shelves,  tables,  and  wash  bowls,  electric  wandering  lead 
and  serviceable  operating  table.  The  supply  of  instru- 
ments comprises  a  major  operating  case,  a  minor  operating: 
case,  a  case  of  eye  instruments,  a  set  of  silver  catheters,. 
Potaiu's  aspirator,  a  small  dental  outfit,  a  sterilizer,  splints^ 


KiG.  3.  -Baiiiljoo  "  lioIiV  sti-olcher  slunK  from  wire  ropiufj  in  ticT 
of  three  sy.stcni.     Design  adopted  Ijj- the  Adiniralty. 

a  mixture  of  paraltiu  and  resins,  is  put  into  a  metal  spray 
producer  and  heated,  either  over  a  spirit  lamp  or  in  a 
water  bath,  u|)  to  the  temperature  when  the  wax  melts. 
The  bellows  of  the  spray  producer  are  then  adjusted,  and 
the  liquid  wax  is  puiiqied  as  a  very  fine  spray  on  to  the 
burnt  surface,  which  has  been  previously  dried  thoroughly. 
.-\  cake  of  wax  forms  over  the  surface,  and  is  both  air- 
I)roof  and,  from  the  lieat  at  wliicli  it  is  a])))lied,  aseptic. 
.\  thin  layer  of  cotton-wool  is  then  laid  on  this  wax,  and 
the  whole  is  again  covered  with  the  li(juid  wax  ajiplicd  by 
a  brush.  Tlie  results  arc  very  satisfactory  ;  pain  is  cer- 
tainly relicveil  rapidly,  and  subsequent  dressings  are  almost 
])ainli.'ss. 

Ciiixson  Dhitmc. 
Another  valuable  adjunct  to  the  medical  service  is  the 
compression  chamlxM-  fitted  in  one  of  tlic!  base  shijis  for 
cases  showing  signs  of  c-aisson  disease.  It  has  proviMl  veiy 
useful  in  the  few  cases  in  which  it  has  been  necessary  to 
use  it. 

Ih)ilixtrii. 

The  ai)|)ointmcnt  of  dental    surgeons  to  certain  shi]is  in 

the(irand    Fleet  has   l)eeu   very  valuable.     Their   services 

became  necessary  owing   to   the   few  opportunities   which 

men    had   to  visit   the  dental   surgeons  at  the  bases.     The 
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Fi({.  4.— Wire-roiH;  uprif4hts  in  position  for  reception  of  cols  or 
stretchers.  Designed  by  Staff  Surgeon  Uringan,  K.N.,  in  H.MS. 
FAlutir. 

irrigators,  etc.  The  dispensary  is  w<>H  lighted  and  fitted 
up.  In  some  of  the  newer  ships  a  separate  mess  is  pro- 
vided for  the  sick  berth  staff.  This  is  a  great  advance 
and  nuicli  needed  accommodation.  There  is  also  an  isola- 
tion cabin,  usually  with  two  beds,  which  can  be  used  as 
a  junior  oflicers'  hospital. 

In  order  to  obtain  all  the  advantages  as  regards  space, 
light,  and  air,  the  sick  bay  nmst  be  situated  in  an  unpro- 
tected part  of  the  ship.  This  subject  is  closely  connected 
with  that  of  the  ac(n)ninu)dation  for  the  sick  and  wounded 
and  the  medical  staff  during  an  action,  and  also  after  it,  a» 
the  sick  bay  itself  is  likely  to  be  shattered. 

DislrihiitiiKi  I  Drtsahiii  I  Sfiilivim. 
In  all  modern  shi]is  there  are  two  distributing  stations, 
designed  in  the  construction  of  the  ship,  where  the  medical 
officers  and  their  assistants  arc  stationed  in  action  :  these- 
are  usually  situated  one  in  the  fore  part  and  one  in  the 
after  ])art  of  the  ship.  They  are  designed  so  that  tliey 
shall  be,  as  far  as  possible,  in  tlie  most  protected  parts  of 
the  ship,  and  for  this  reason  there  are  many  difficulties  as- 
regards  space,  ventilation,  and  temperature,  these  dressing 
stations  being  usually  in  close  vicinity  to  boiler  roonis  or 
other  (Migine-room  eoiiipartments,  which  are  necessarily  in 
the   most    heavily    armoured    parts   of   the   ship,    and    are 
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usually  hot  and  the  space  limited.  They  are  nowadays 
fitted  permanently  as  dressing  stations,  with  operating 
tables,  shelves,  cupboards,  and  other  appliances,  and  are 
kept  always  ready  in  war  time,  so  that  when  the  ship 
prepares  for  "  immediate  action  "  only  those  stores,  in- 
struments, dressings,  and  so  tortli  which  arc  in  daily  use 
in  tlie  sitk  bay  proper  are  removed  to  these  stations. 

Stowage  of  Wotmded. 

The  stowage  of  wounded  in  the  limited  space  available 
under  armour  has  exercised  the  minds  of  naval  medical 
officers  for  many  years,  and  active  service  quickly  demon- 
strated that  the  decks  became  too  wet  to  be  desirable  or 
comfortable  for  the  wounded ;  further,  very  few  cots  and 
stretchers  could  be  accommodated  in  the  space  at  our 
disposal.  Much  ingenuity  has  been  displayed  by  various 
officers  to  increase  this  cot  accommodation — Fleet  Surgeon 
Lavertine,  Staff  Surgeon  Bringan,  and  the  late  Fleet 
Surgeon  Capps.  In  all  their  designs  the  tier  system  has 
been  adopted.  The  two  chief  types  produced  are  (a)  the 
rigid  wooden  skeleton  to  hold  cots  or  stretchers,  and  (6)  wire 
roping,  fitted  with  loops  at  intervals  of  2  ft.  to  carry  the 
stretcher,  fixed  to  the  beam  above,  and  either  fixed  to  the 
deck  below  or  allowed  to  swing  clear. 

The  committee  appointed  to  report  on  accommodation  of 
wounded  decided  on  the  wire-roping  system,  erected  in 
single  tiers  for  three  stretchers,  as  the  most  useful. 
Figures  3,  4,  5,  6  show  the  different  designs.  This  con- 
trivance ,  rigged  near  the  distributing  station  on  both 
sides  of  the  main  deck,  and  in  other  suitable  sites,  in- 
creases the  stowage  room  threefold — keeps  the  wounded 


It  must  be  borne  in  mind  that  owing  to  the  condition  of 
a  ship  during  and  after  an  action,  and  to  the  excessive 
shock,  even  in  the  less  severe  cases  of  injury,  it  is  advisable 
to  avoid  immediate  operations. 

Shock. 
In  order  to  combat  shock  the  hypodermic  injection  of 
morphine  is  one  of  the  most  important  duties  of  the 
medical  officers  during  action,  as  this  cannot  be  satis- 
factorily carried  out  by  the  best  of  lay  assistants  who  have 
not  previously  been  accustomed  to  it.  No  other  forms  of 
administration  are  entirely  satisfactory,  although  com- 
manding officers  of  destroyers  in  the  early  days  of  the  war, 
when  they  were  frequently  in  action,  and  before  the 
appointment  of  surgeon  probationers,  had  great  faith  in  the 
small  opium  tablets  with  which  they  were  supplied. 

Sepsis. 
The  next  most  important  duty  in  action  is  to  combat 
sepsis,  and  although  tlv're  is  no  soil  contamination  to  be 
fought  against,  the  wounds  caused  by  shell  are  contami- 
nated by  all  sorts  of  debris,  resulting  from  shell  explosion 
in  a  confined  space,  and   the  difficulties   in    the  way   of 
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Fig.  5.- 


-Uepresenting  a  sroupof  six  cot'^  in  position.     Dosioiied  IjJ' 
Stall'  Surgeon  Bringan  in  H.M.S.  Etloar. 


Fig.  G.—Upriijht  as  used  in  Monarcli  since  August,  1914. 
by  Fleet  Surgeon  Lavertine. 
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off  the  wet  deck,  and  places  them  in,^situations  from  which 
they  can  be  easily  attended  to  and  moved  should  the 
disengaged  side  become  the  engaged  one. 

First  Aid. 
Besides  the  "first-aid"  haversacks,  boxes  or  cupboards 
for  each  gun  are  filled  with  single  packages  of  dressings 
and  other  appliances,  according  to  each  medical  officer's 
plan.  Similar  haversacks  are  usually  supplied  for  the 
leading  hands  in  charge  of  eacli  stretcher  party,  and  for 
every  isolated  position  in  the  ship — that  is,  for  each  station 
in  action  where  a  number  of  men  are  isolated  in  various 
compartments  such  as  conning  tower,  torpedo  flats,  gun- 
nery and  torpedo  control  positions,  workshops,  repair, 
parties,  engine  rooms.  The  "  first-aid  "  dressings  supplied 
to  these  stations  vary  in  amount  according  to  the  number 
of  men  stationed  there,  which  may  be  from  three  to  fifty 
men.  It  is  also  usual  to  have  large  tin  boxes  of  additional 
dressings,  tourniquets,  scissors,  splints,  and  other  appli- 
ances is  various  accessible  parts  of  the  ship  during  action. 
These  stores  are  used  when  there  is  any  lull  in  the  fighting, 
to  replenish  the  haversacks  or  small  boxes  belonging  to 
the  guns  and  other  stations  without  the  necessity  of 
coming  to  the  medical  officers  in  their  usually  distant 
stations. 


cleaning  the  wounds  are  greatly  increased  if  the  hot 
water  supply  in  the  dressing  stations  has  been  cut  off 
either  by  explosion  there,  or  by  destruction  of  the  fresh 
water  supply  pipes  in  other  parts  of  the  ship.  Kecourse 
must  then  be  had  to  the  previously  prepared  stock  of 
lotions  and  to  iodine  and  rectified  spirit.  After  combating 
shock  and  cleansing  wounds,  first  dressings  are  applied 
and  the  patients  made  as  comfortable  as  possible.  After 
the  action  is  over,  or  if  there  is  a  lull,  it  nuiy  be  possible 
to  do  more  in  the  way  of  surgery,  but  as  the  action  may 
be  resumed  at  any  moment  until  the  ship  is  outside  the 
"dangpr  zone,"  there  will  not  be  any  time  during  which 
the  ship  is  not  liable  to  attack  from  the  enemy,  either  by 
gunfire,  torpedo,  mines,  or  from  the  air,  so  that  usually  all 
that  can  be  done  is  to  remove  the  wounded  to  places  pre- 
viously arranged  for,  in  all  possible  "protected"  places, 
where  their  wounds  can  bo  redressed  more  carefully  and 
splints  applied  to  fractured  limbs,  and  any  immediate 
surgical  work  carried  out. 

Evacuation  from  Shij). 

The  evacuation  of  the  wounded  from  a  ship  is  a  most 

important  point,  both  from  the   wounded  man's  point  of 

view  and  also  for  the   efficiency  of  the  ship.     The  ideal 

conditions  obtain  when  a  hospital   ship  can  go  alongside 


24 


BRITISH    MEDICINE    IN    THE    WAR,   1914-17. 


the  ship  of  wnv  ;  then  the  woiuiiled  can  be  canietl  in  their 
service  cots  and  stretchers  across  a  ^'"'^"■'•■y  to  their  beds. 
This,  liowever,  is  rarely  possible,  and  the  services  of  the 
hospital  carrier  arc 
called  in  as  a<^o-bet\veen. 
In  this  case  the  wounded 
man  is  taken  in  his 
cot  or  stretcher  and 
placed  in  the  tray  or  cot 
carrier  and  hoisted  out 
by  means  of  a  derrick 
into  a  hospital  boat  or 
barge,  which  transports 
him  to  a  hospital  ship, 
an  ambulance  train,  or 
a  local  hospital,  as  cir- 
cumstances command. 
The  chief  point  to  be 
remembered  is  that  the 
less  a  wounded  or  burnt 
man  is  moved  the  better 
his  chances  of  recovery. 
Since  the  outbreak  of 
hostilities  the  hospital 
ships  have  borne  the 
brunt  of  the  medical 
work  in  the  lieet.  The 
extreme  undesirability 
of  making  preparation 
for  action  with  several  bed  cases,  whether  medical  or 
snrgioal,  on  board  the  lighting  ship  is  evident.  Cases  of 
sickness  or  injury,  if  likely  to  be  under  treatment  more 
than  a  few  days,  are  therefore  transported  to  the  local 
naval  hospital  or  hospital  ship. 


HOSPITAL    SHIPS. 

ny 
Fleet  Surgeon  E.  C.  Lomas.  C.B.,  D.S.O..  M.15., 

F.K  C.S.Hclin..  K.X., 

Late  Sonior  Meilical  Ollicer.  71. M.  Hospital  Sllijis  31<iiiie.  liuhillu, 
and  Garth  Cofitle. 
Bi'iFOKH  the  war  there  was  only  one  IJritish  hospital  ship 
in  commission,  the  Mniiie,  which  was  originally  fitted  out 
by  a   group   of   .\merican  ladies  during  the  South  African 
war  and  subso(iuentIy  taken  over  by  the  Admiralty.     Un- 
fortunately  this   vessel    went   ashore    in  a   thick   fog   on 
June  19tli,  1914.  and  was  lost,  but  the  arrangements  for  tlie 
provision  of  sufficient  hospital  ships  for  the  fleet  previously 
made   by  the   Admiralty   worked  admirably.     Within   four 
days  of  the  order  to  mobilize  for  war  three  ocean  liners 
were  converted  into  hos- 
pital    "carriers,"     and 
with   their   medical    and 
nursing    staff,    and     fid' 
e  ij  u  i  p  m  en  t     of    cots, 
bedding,     and      medical 
and  surgical  stores  com- 
plete, which    had    been 
kept  ready  in  a  lay-apart 
store  at  one  of  the  large 
medical   depots,  were  at 
sea,    where    any     neces- 
sary alterations     were 
complettnl  by  the  artisan 
ratings,     so     that    they 
joined  up  with  the  Hcet 
ready     for     any      emei- 
giMicy. 

In  the  m  ea. n  t  i  m  e 
work  \\;is  being  pressed 
fcjiwaril  in  six  othv'r 
ships  intended  for  more 
permanc^nt  scjvice  from 
plans  which  had  :ih-eady 
been  jireparc'd  d  u  ring 
))eace,  so  that  tlic  y  were 
ready  for  sea  in  about 
three  weeks  (jr  less.  These  vessels  were  nuislly  intcr- 
mediat(!  liners,  in  which  the  passenger  accommodation 
and  cargo  spa,<:e  were  ciisily  ada|)ted  to  their  new  ])uipose. 
The  swinging  cots  fitted  averaged  about  220,  but  additional 
eiiicrgeuey  acnjommodation  was  provided  for  about  300 
more   patients.     In  the   Mediterranean   this    nuuiber    was 


somotimos    largely   exceeded,  over   900  cases   being   con- 
veyed to  a  base  liospital  on  one  occasion. 

.\s  a  rule  there  are  six  or  seven  wards  for  men  (Fig.  7) 

and  two  or  three  tor 
o  fli  c  e  r  s,  which  were 
adapted  by  converting 
portions  of  the  saloons 
or  removing  cabin  bulk- 
heads,  some  officers 
being  also  nursed  in 
cabins.  A  padded  room 
for  mental  ca.ses  was 
a  1  s  o  prei)ared.  The 
decks  are  covered  with 
green  corticine,  which 
is  easily  kept  in  a  high 
state  of  polish:  the  bulk- 
heads and  cots  are 
enamelled  a  very  light 
g  r  e  e  n .  Ventilation  is 
maintained  by  means  of 
scuttles,  supply  and  ex- 
haust cowls,  and  special 
motor  driven  supply  ven- 
tilators. The  w  a  r  d  s 
occasionally  became 
rather  hot  at  night  when 
deadlights  had  to  be 
closed  ;  but  this  was 
corrected  by  Fleet  Surgeon  M.  H.  Knapp's  plan  of 
fitting  the  cylindrical  portions  of  ordinary  wind  scoops 
with  partial  diaphragms  which  occupy  about  two-thirds  of 
the  circumference,  so  that  wliile  air  is  freely  admitted 
no  light  shows  through.  Other  alterations  included  the 
fitting  up  according  to  the  existing  plans  of  dispensaries, 
pantries,  latrines,  mortuary,  disinfector  for  clothes  and 
bedding,  cot  lifts  both  inside  and  outside  the  ship,  j-ray 
room,  laboratory,  laundry,  opcirating  rooms,  and  many 
other  necessary  adjuncts  of  a  self-contained  ho.spital. 
These  necessary  fittings  had  also  all  been  stored  in 
readiness  before  moliilization, 

The  operating  theatres  are  installed  either  in  music 
rooms  or  saloons,  or  in  specially  constructed  erections  on 
the  upper  deck  (Fig.  8).  In  the  former  case  the  somewhat 
ornate  walls  are  covereil  in  with  match-boarding  enamelled 
white.  The  rooms  are  divided  into  two  parts  with  separate 
entrances  and  sliding  doors  between — one  half  being  used 
as  a  preparation  and  sterilizing  room,  'flic  decks  are 
tiled  and  all  the  tables,  shelves,  and  other  structural 
arrangements  arc  of  the  aseptic  pattern.  In  spite  of  their 
extemporized  character,  it  does  not  appear  that  any  case 

of  sepsis  could  be 
definitely  attributed  to 
faulty  surroundings. 

The  cot-lifts  which 
serve  the  wards  are 
placed  near  the  operat- 
ing rooms  so  that  the 
exposure  of  a  patient 
after  anaesthesia  is  re- 
duced to  a  minimum. 
The  original  supply  of 
instruments  and  medical 
and  surgical  stores  met 
the  initial  recjuirements; 
b  u  t  subsecjucntly,  as 
it  became  necessary, 
fnrtluu-  equipment  was 
(irovided  by  the  Ad- 
miralty. 

(Ii)icral  Dulirx. 
On  the  Home  Station 
the  work  of  the  hos- 
pital ships  is  to  a  large 
extent  similar  to  that 
carried  out  by  the 
Maine  in  peace  time. 
The  Fleets  at  their  dilTeront  bases  -often  in  remote 
districts  where  no  shore  accommodation  is  available — 
ar(^  attended  by  one  or  more  ships.  When  nearly 
full  they  are  either  cleared  by  smaller  hos[)ital  ships 
which  convey  the  patients  to  a  <'onvenient  rail-head  for 
furtlier    transference    by   ambulance  train,   or    at   stated 


8. — OlKTatinf4  room. 
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iutoi'vals  the  hospital  sliips  ave 
relieved  by  others,  steam  to  a  rail- 
head to  disoharfje  their  cases,  and 
ave  then  coaled,  provisioned,  and 
if  necessary  repaired  or  refitted. 
>i-  It  soon  became  evident  that 
any  preconceived  ideas  of  hos- 
pital ships  proceeding  to  the 
scene  of  an  action  had  to  be  dis- 
carded. Apart  from  the  diffi- 
culties of  transporting  wounded 
men  from  the  fighting  ships  in 
bad  weather  at  sea  it  was  obvious 
that  the  conditions  of  modern 
naval  warfare  precluded  these 
ships  from  remaining  with  their 
engines  stopped  without  running 
grave  risk  of  being  torpedoed  by 
submarines. 

Embarliation, 
In  harbour  the  conveyance  of 
patients  is  carried  out  by  con- 
verted drifters  or  in  ships' 
picket  boats  and  cutters.  Some 
of  the  former  are  fitted  to  take 
eighteen  cot  cases  under  cover, 
and  in  bad  weather  are  far 
preferable  to  ships'  boats.  On 
arrival  alongside,  the  cots  are 
lioisted  ill,  by  hydraulic  or  steam 
cranes,  in  a  tray  which  would 
take  either  a  service  cot  or  a 
stretcher  (Figs.  9,  10,  11).  The 
original  trays  were  gradually  im- 
proved upon,  and  were  fitted  with 
a  removable  end  or  side,  whereby 
the  process  of  transfer  is  much 
facilitated.  When  comparatively 
large  numbers  of  men  wounded 
in  action  have  been  brought  in  by  destroy 
cruisers,   it   lias  been    found   quite  possible 


vessels  alongside  the  hospital 
ship,  which  considerably  acceler- 
ates the  transfer. 

Opinions  differ  as  to  what  class 
of  cases  should  bo  dealt  with  by 
liospital  ships  after  an  action  and 
wliat  transferred  further  by 
ambulance  train.  There  is  much 
to  be  said  for  the  view  that  tho 
very  severely  wounded  and  those 
suffering  from  much  shock  are 
more  satisfactorily  dealt  with  in 
the  former.  The  transference 
from  a  fighting  to  a  hospital  ship 
is  accomplished  with  the  mini- 
mum of  disturbance ;  and,  as  now 
equipped,  these  ships  are  capable 
of  dealing  with  anything.  After 
the  Jutland  battle  there  was  a 
considerable  number  of  patients 
with  severe  burns  who  certainly 
could  not  have  borne  a  long  train 
journey  ;  their  care  entailed  heavy 
work  on  the  staffs  of  the  ships 
which  received  them.  It  must  be 
borne  in  mind,  however,  that 
when  cases  on  board  hospital 
ships  that  can  travel  by  train  are 
retained,  there  are  no  means  of 
dealing  with  a  fresh  lot  of 
wounded  that  may  come  in  at 
any  time.  The  hospital  ship  is, 
in  fact,  demobilized  ;;ro  icm.,  a 
most  undesirable  proceeding. 

Sl.iff. 
The    medical    staff   consists  of 
one  fleet  surgeon  in   charge,   sik 
other     medical     officers,     and     a 
dental  surgeon.     A  chaplain   also 
ers   and  light      is  borne.  The  surgeons  in  the  first  instances,  in  addition 
to    get  those     to  active  service   medical   otticers,  were  drawn  from  tho 


Fig.  9. — Cot  case  cominti  onboard  from  a  shin's  boat. 


Fio.  10.— Cot  case  being  transferred  to  tbe  lift  from  tray 


Fig.  11.— Cot  case  being  lowered  into  the  wards  b^■  the  lift. 
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IJoyal    Xaval    Volunteer    Rcsci'vo,    amongst    wlioin    were 

many  holding   lionoiary    hospital   appointments    in   civil 

life.     Exticmely  valuable  services  were  rendered  by  those 

officers,    among    whom    were   bacteriologists,    ophthalmic 

surgeons,    and   .r-ray   experts.    .-\s  time  went  on,   special 

departments      were 

gradual  ly  developed, 

with  tlie  result  that 

a  degree  of  etficicucy 

has    been    obtained 

remarkable      for      a 

floating  hospital. 
The  nursing  staff 

consists  of  four  Royal 

Xaval     or     Keservo 

Nursing  Sisters,  and 

some  thirty- five  men, 

of  whom   about  one- 
third   belong  to  the 

regular   Naval    Sick 

JJerth   Staff  and  the 

remainder     to     the 

Reserve.  The  latter, 

drawn  mainly   from 

mining    and    manu- 
facturing     districts, 

were  well  trained  in 

ambulance  work,  but 

as      their      nursing 

capabilities         were 

naturally   of   a   loss 

liigh     order,     much 

responsibility        fell 

upon  the  Sisters,who 

have  admirably  justified  their  calling.     The  remainder  of 

the  complement  includes  carpenter  ratings,  master-at-arms, 
and  ship's  corporals  for  baggage  and  police  duties,  writer, 

and  signalman. 

Improvements  are  constantly  m.ade  in  these  ships  ;  for 

instance,   in    the  xmy  room  of    the   (larth  Castle  aerial 

leads  were  installed,  viewing  boxes  and  adjustable  carriers 

for  water-cooled  tubes  made,  and   many  other  accessories 

fitted  up  by  the  ship's  artisans  aud  electrician  under  the 
supervision  of  the  surgeon  in  charge  of  the  department. 

In  the  laboratory  the  ordiiuiry  clinical  and  pathological 
examinations  are  carried  out.  aud  facilities  provided  for 
culture  work  and  the  thorough  investigation  of  cerebro- 
spinal fever  contacts  and  carriers.  For  examination  of 
acuity  of  vision,  es- 
pecially that  of  gun 
layers,  all  the  hos- 
pital ships  are  ])ro- 
vided  with  trial 
glasses  and  a  dark 
room,  where  .anopli- 
thalmic  surgeon  or 
other  member  of  the 
staff  with  a  good 
Working  knowledge 
of  sight  testing  and 
retinoscopy  is  al- 
ways available. 
.\mong  the  tempo- 
rary surgtons  there 
are  several  gynaeco- 
logists, and  their 
surgical  exjierience 
is  tuined  to  good 
account  on  more 
general  lines.  On  one 
occasion  a  success- 
ful Caesareau  sec- 
tion was  |)erformed 
in  a  remote  district 
where  no  other  jjro- 
f<!ssional  aid  was  ob- 
tainabli'.  The  opera- 
tive work  is  often  heavy,  the  cases  being  those  ordinarily 
met  with  in  a  naval  hospital.  .\ppi'ndicitis  is  fairlv 
common,  and  on  one  occasion  seven  gangrenous  eases 
were  operated  upon  in  one  day. 

In  the  (iiirlJi  CnHllr  iodine  was  mainly  and  successfully 
used  for  the  cleansing  of  wounds,  skin  jircparation.  catgut, 
etc.  Hypertonic  saline  solution  was  also  much  in  vogue, 
both    for    arm    and    leg   baths  and   as  a  dressing.       The 


formula  used  was  a  solution  containing  0.85  per  cent, 
sodium  chloride  with  0.25  [ler  cent,  of  sodium  citrate.  Tlio 
results  obtained  were  excellent ;  sejitie  wounds  and  burns 
became  clean  and  healthy  in  a  wonderfully  short  space  of 
time.  Fleet  Surgeon  A.  R.  ISaukart's  apparatus  for  obtain- 
ing a  solution  con- 
taining free  chlorine 
by  the  electrolysis 
of  sea  water  proved 
quite  efficacious. 

The  dental  sur- 
geons are  always 
busy,  and  are  of  im- 
mense service  to  the 
personnel  of  the 
Fleet.  At  one  time 
there  were  three  of 
these  officers  living 
in  the  hospital  ship 
at  a  certain  base,  the 
foremost  operating 
a  n  d  p  r  ep  a  r  a  t  i  o  n 
rooms  being  given 
up  to  them.  The 
equipment  supplied 
is  very  complete. 

Two  features  wore 
introduced  which 
proved  of  the 
greatest  benefit  to 
the  Fleet.  The  first 
was  the  system- 
atized use  of  galyl 
in  all  hospital  ships. 


embarking. 


At  first  patients  requiring  this  treatment  were  sent  to  the 
South  of  England,  occupying  valuable  beds  in  hospital 
carriers  and  trains,  and  their  services  were  lost  for  a 
considerable  period.  Later  on  such  patients  were  sent  to 
the  hospital  ships  for  two  or  three  days,  the  injection  was 
given,  the  particulars  entered  in  their  special  history 
sheets,  and  they  then  returned  to  duty  until  due  for  their 
next  dose.  Whatever  hospital  ship  was  present  then 
carried  on  the  treatment,  with  resulting  economy  of  time, 
money,  and  service.  Systematic  examinations  of  the  urine 
for  arsenic  were  also  carried  out. 

The  other  feature  was  the  provision  of  a  ship  specially 
for  zymotic  diseases.  The  ordinary  hospital  ships  are  not 
able  to  deal  with  these  cases  without   seriously  impairing 

their  general  effi- 
ciency, so  the  advent 
of  the  Agiidir  was 
the  greatest  possible 
boon.  The  drafts 
constantly  coming 
from  the  various 
(h'pots  often  bring 
■sporadic  cases  of  in- 
fection, and  their 
early  isolation  is  a 
matter  of  inqior- 
taneo.  The  laundry 
and  disinfecting 
plant  are  two  other 
items  in  constant 
request.  Clean  bed 
linen  and  patients' 
clothing  went  far 
towards  giving  the 
ships  their  reputa- 
tion for  always  look- 
ing fresh  and  sweet. 
The  contrast  to  a, 
sick  man  coming 
from  a  fighting  ship 
always  jucpared  for 

,  ,    ,,  .      ,     ,    ,  action  and  often  coal- 

iil  to  .Motor  .-Viiibulaucu.  .  .  , 

mg    IS    very    great. 

The  large  high   pressure  disinfector  is  in  great  demand, 

much  bed<liug  and  clothing  being  brought  from  auxiliaries 

and  small  craft  which  have  no  facilities  for  this  work. 

Disfiiilxiiliiilion. 
This  is  simply  the  converse  of  the  process  of  embarking  a 
considerable  number  of  cases.    As  has  already  been  stated, 
it  is   done    in  two   ways— that   is,   cither   by  discharging 
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to  a  smaller  hospital  ship  which  came  alongside  oi-  by  the 
ship  hei-self  proceoding  to  a  port  with  rail  facilities.  In 
the  latter  case,  the  number  and  class  of  cases  having 
previously  been  telegraphed,  a  fleet  of  motor  ambulances 
and  baggage  lorries  is 
in  attendance  on  the  jetty 
as  soon  as  the  ship  is  tied 
up.  The  clerical  work, 
sorting  of  baggage,  labelling 
for  the  different  base  hos- 
pitals, etc.,  has  all  been  com- 
pleted on  the  voyage,  so 
that  little  time  is  spent  over 
the  actual  disembarkation. 
The  requisite  number  of 
cots  are  placed  in  readiness 
in  each  ward,  and  the 
patients  who  are  unable  to 
walk  placed  in  them.  Bag- 
gage and  walking  cases  are 
got  out  first,  the  latter  pro- 
ceeding down  a  brow  or 
the  ship's  gangway  ladder. 
The  cot  cases  are  then 
brought  up  in  rapid  suc- 
cession in  the  lifts,  trans- 
ferred to  the  tray,  and 
hoisted  cut.  Padded  trestles 
are  placed  on  the  jetty  to 
receive  the  tray,  and  the 
cots  are  transferred  to  the 
waiting  ambulances  (Figs. 
12,  13).  The  canvas  cots 
are  uniform  and  inter- 
changeable with  those  of 
the  ambulance  train,  so  that 
there  is  no  further  dis- 
turbance of  the  patient,  the 
same  number  of  empty 
cots  being  received  from 
the  train. 

The   Naval     Medical 


Fig.  14. — Showing  cots  slung  in  ambulance  train 


Transport  Department  now  takes  charge  of  the  cases, 
so  that  when  the  last  patient  and  kit  bag  are  over  the 
side  the  profe.ssional  work  of  the  ship  ceases  for  a  short 
space,  and  a  proportion  of  the  staff  are  enabled  to  get 
well-earned  leave  as  the  last  weeks  of  the  round  trip  are 
alwavs  strenuous. 


ACCOUNT   OF   LAND    MEDICAL   TRANSPORT 
ARRANGEMENTS    OF   THE    NAVY. 

BY 

Surgeon  General  Sir  James  Pouter,  K.C.B.,  K.C.M.G., 

M.D.,  K.N., 
AND 

Staff  Surgeon  A.  Vavasour  Eldfir,  ll.N.V.R. 
The  removal  of  sick  and  wounded  from  the  scenes  of  their 
activities  to  the  seclusion  of  a  hospital  is  no  small  factor 


in    the   general  work   of   the  Medical  [Department  of  the 
Navy, 

To  deal  with  this  phase  of  medical  work  a  special 
medical  transport  organization  has  been  created.     There 

is  a  central  office  at 
the  Admiralty  for  the 
Principal  Medical  Trans- 
port Officer,  and  thus  m 
immediate  touch  with  the 
depart  m  e  n  t.  Medical 
Transport  Officers  are  es- 
tablished at  the  chief  naval 
ports,  and  finally  .\ssistant 
Medical  Transport  Officers 
have  been  appointed  at  all 
places  round  the  coast 
where  wounded  are  likely 
to  be  lauded  after  action. 
At  each  of  these  places 
provision  has  been  made 
for  establishing  dressing 
stations  and  temporary 
hospital  accommodation 
for  a  certain  number  of 
cases  until  such  time  as 
ail  ambulance  train  can  be 
sent  to  remove  them  to  base 
hospitals  elsewhere. 

One  of  the  difficulties  of 
the  problem  of  dealing  with 
naval  cases  after  action  is 
the  impossibility  of  arrang- 
ing in  advance  or  foretelling 
exactly  at  which  spot  and 
in  what  numbers  wounded 
will  be  landed.  Certain 
obvious  bases,  it  is  true, 
exist,  to  which  ships  able 
to  do  so  would  naturally 
return  after  an  action. 
But  at  the  same  time  these 
ba.ses  are  wide  apart, 
leaving  large  gaps  of  coast  line  with  many  ports,  into 
any  one  of  which  rescue  vessels  and  smaller  damaged 
vessels  might  be  compelled  to  enter  and  discharge  their 
wounded.  Hence  the  establishment  of  what  are  termed 
emergency  medical  depots,  with  Medical  Transport  Officers 
in  charge  of  each  at  various  places  along  the  coasts.  Thus 
no  likely  place  is  left  without  means  of  coping  with  a 
sudden  inrush  of  wounded  and  rendering  medical  aid 
to  them. 

Briefly,  from  the  time  a  wounded  man  is  lauded  from 
a  ship  until  he  is  finally  placed  in  hospital,  he  is  in  the 
charge  of  the  Land  Medical  Transport  branch  of  the  Naval 
Medical  Service.  The  system  adopted  by  the  Navy  differs 
from  others  in  so  far  that  wheu  a  man  is  wounded  severely 
enough  to  require  immediate  treatment  in  bed,  after  having 
received  medical  attention,  he  is,  so  to  speak,  put  to  bed  in 


Fio.  15.— Showing  method  of  carrying  cot.     Summer  dress. 


Fio.  16. — Showing  method  of  carrying  cot.    Winter  dress. 


28 


BRITISH    MEDICINK    IX    THE    WAR,   19I4-17. 


his  sliip  in  a  standard  naval  cot  and  made  as  comfortable 
as  possfcle  iu  the  circumstances.  The  naval  standard 
pattern  cot  is  composed  of  canvas  stretched  over  a  wooden 
frame  antl  laced   to"ether.     At  each  cud  of    the  cot    tlie 
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Fi(i.  17.— "Gripe"  and  niethorl  of  diniinisbiuf^  vil)i-ation  for 
fracture  cases,  a,  .\nelK)r  liook ;  h,  cliain ;  c,  spiral  s))rint,'; 
(I,  traveller  ;  e,  side  of  coaclt ;  /',  fracture  siat. 

canvas  is  extended  into  a  triangle,  the  apex  of  which  is 
fitted  with  a  lauj'ard  and  an  "  eye"  for  slinging  purposes, 
while  the  canvas  at  the  sides  is  wide  enough  to  overlap, 
and  so  afhuxls  extra  waiiuth  and  protection  to  the  occu- 
pant. Each  cot  is  fitted  with  a  mattress,  pillow,  pillow- 
case, and  two  blankets.  Thus  it  is  in  itself  a  complete  bed 
wherever  situated.  From  the  time  a  patient  is  placed  in  a 
cot  on  board  a  fighting  ship  until  he  is  finally  put  to  bed  in 
a  hospital  he  is  never  moved  out  of  it.  He  and  liis  cot 
travel  together  all  the  way,  thus  saving  much  of  tlie 
pain  and  sulfering  involved  in  the  frequent  transfers  by 
stretchers,  ambulances  and  trains. 

To  carry  this  out  all  the  auibidance  trains,  motor  ambu- 
lances, bearer  parties,  and  so  forth,  have  been  specially 
organized  in  a  standard  and  uniform  manner  with  regaid 
to  each  individual  link  of  the  transport  chain.  This  may  be 
best  described  by  tracing  the  journey  of  a  patient  from  the 
commencement.  The  i)atient  and  his  cot  complete  with 
bed  and  bedding  are  lan<led  from  the  ship  and  turned  over 
to  bearers  specially  trained  in  the  handling  of  cots.  These 
bearers  are  drawn  from  ratings  of  the  lioyal  Naval  .Auxiliary 
Sick  Berth  l!eserveattaelied  to  the  Medical  Transportbranch 
in  the  ease  of  large  naval  centres,  and  in  other  places  they 
are  drawn  from  Voluntary  Aid  Detachments  of  the  Order 
of  St.  John  of  Jerusalem  in  England  and  the  British  Red 
Cross  Society.  The  bearers  cany  tlie  cot  to  the  ambulance 
or  ambulance  train  as  the  case  may  be,  and  there  it  is  placed 
in  position.  In  exchange  for  the  "  loaded  cot  "  the  ambu- 
lance or  the  ambulance  train  gives  a  clean,  cnjpty,  and  f  ully- 
C(2uipped  standard  cot  for  return  to  the  ship  from  which 
the  patient  was  receivetl.  In  this  manner  the  fighting  ship 
always  maintains  her  complement  of  clean  cots. 

When  an  ambulance  or  train  is  filled  it  moves  off  to  its 
destination,  and  on  arrival  the  same  exchange  of  cots  is 
made  as  before,  and  so  on  throughout  each  link  until  the 
patient  is  finally  taken  out  of  his  original  cot  and  put  in 
bed  in  liospital.  Jiy  this  method  there  is  a  constant  out- 
going stream  of  clean  eots  from  the  base  to  the  ships  at  sea 
all  ready  for  further  service.  Everything  connected  with 
the  land  transjiort  of  wounded  is  maintained  in  a  state  of 
immediate  readiness,  and  finally,  and  most  important  of  all, 
the  wounded  thcmsi'lvc's  are  spai'ed  the  sufferings  caused 
by  repeated  transfers  from  ambulance  sti'ctcher  to  ambu- 
lance train  and  back  again  to  another  and)idance  stretcher, 
etc.  .M.sothe  time  taken  thus  to  empty  an  ambulance  train 
is  veiy  l)rier.  and  tlie  delay  to  ordin.ary  passengei'  trallic 
practically  ntl.  \\,  tin;  lai'ge  naval  bases  arrangements 
exist  fortiK!  cleaning  of  all  cots  and  bedding,  and  a  stureof 
clean  cots  for  exchange!  purposes  is  also  establisheil. 

in  the  ambulance  trams  tin;  cots  are  suspended  in  two 
tilers  from  the  roofs  of  the  coaches.  Tliey  an?  prevented 
from  swinging  by  a  spring  clip,  devised  liy  Staff  Surgeon 
KIdiu',  whi<di  jiressiis  the  cot  against  two  padded  buffers 
built  in  to  tlie  side  of  the  coach.     By  this  method  the  cot 


and  patient  do  not  form  a  component  part  of  the  coach. 
The  jolting  of  the  train  over  the  nnjtals  is  largely  taken  up 
by  the  suspension,  while  lateral  jars  when  rounding  curves 
and  the  like  are  absorbed  by  the  padded  buffers.  Thus 
the  cot  has  just  enough  "play"  for  comfort  and  no  more, 
while  the  train  is  under  way.  The  tension  of  the  spring 
clip  is  adjustable  at  will,  and,  unlike  the  "fixed  bunk," 
every  jarring  movement  of  the  coach  is  so  minimized  as 
practically  not  to  disturb  or  distress  the  patient.  The 
coaches  themselves  when  empty  of  eots  have  no  fittings 
except  a  few  chains  and  hooks,  and  are  easily  cleaned  and 
disinfected. 

.•\s  regards  the  ambulances  in  general,  beyond  being 
fitted  specially  to  take  naval  cots  instead  of  the  military 
stretcher,  they  present  nothing  else  of  interest  except  a 
squadron  of  thirty  motor  buses.  These  buses  were  taken 
over  from  the  London  General  Omnibus  Company  at  the 
commencement  of  hostilities  and  wore  fitted  with  spring 
trestles  on  which  the  cots  rest.  They  have  proved  satis- 
factory in  every  way  ami  are  just  as  comfortable  for 
patients  as  the  latest  pattern  specially  built  ambulances. 

The  emergency  medical  depots  previously  referred  to 
and  located  at  various  places  along  the  coast  are  supplied 
with  "  cot," '•  clothing,"  "  hospital,"  and  "medical  units" 
respectively.  The  cot  unit  consists  of  completely  equipped 
service  cots,  which  can  be  used  to  form  the  nucleus  of  a 
temporary  hospital  in  suitable  local  buildings  selected  in 
advance  for  this  purpose.  The  hospital  and  medical  units 
containing  all  the  necessary  utensils,  drugs,  and  dressings, 
etc.,  are  kept  available  tor  immediate  use  in  these  extem- 
porized hospitals.  The  clothing  unit,  as  its  name  inqjlies, 
is  for  use  of  men  suffering  from  immersion  and  lack  o£ 
clothing,  so  as  to  enable  them  to  proceed  iu  dry  clothes  to 
wdicrever  they  may  be  sent. 

In  addition  to  prepareiincss  for  "The  Day,"  the  Medical 
Transport  Department  is  continuously  engaged  in  the 
removal  of  ordinary  sick  from  the  fieet  at  the  various 
ports.  The  unloading  of  hospital  ships  from  the  tieet  and 
overseas  is  also  part  of  its  duties.  The  sick  are  taken 
each  to  his   home  port,   in   clo.-e  touch   with   friends  and 


I-'IG.  18 —Interior  of  Na\  III  .\inbulancc. 

relatives.  During  the  journey  the  palients  ar<'  fi'd.  each 
according  to  his  jjrescribed  dietary  scale.  In  fact,  every- 
thing' is  done  for  them  whili?  in  the  train.  No  stops  are 
made  except 'for  gas  and  water  or  railway  rei|inr(-nients 
wIk'U  they  arise.  Owing  to  the  jires-^urc  on  the  railway 
systems  in  the  north  of  Scotland  the  full-sized  ambulance 
trains  do  not  as  ti  rule  proceed  north  of  Kdinbiirgh. 
Cases  are  brought  as  far  south  as  l']dinburgli  from  the 
north  by  a  smaller  train,  a  class  of  conveyance  also  found 
convenient  and  economical  for  distributing  smaller  numbers 
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of  cases  to  auxiliary  hospitals,  and  so  aiding  iu  keeping 
the  sea  coast  hospitals  from  congestion  iu  oincrgency. 

A  full-sized  naval  ambulance  train  carries  136  cots  and 
a  smaller  sized  train  40  cots  and  36  sitting  cases.  On 
routine  journeys 
only  the  number 
of  patients  which 
a  train  has  cot 
accommod  a  t  i  o  n 
for  are  carried  as 
a  rule,  so  that 
every  patient  has 
a  cot  to  sleep  in 
at  night.  During 
daylight  hours 
sitting  accommo- 
dation is  provided 
for  non-cot  cases 
by  stacking  two 
cots  on  the  floor 
all  along  one  side 
of  the  coach,  a 
third  cot  being 
placed  sideways 
on  the  uppermost 
one,  and  resting 
against  the  side 
wall  of  the  coach. 
This  forms  a 
back-rest,  and  by 
this  means  very 
comfortable  sit- 
ting accommoda- 
tion is  obtained 
which  allows  the  men  to  sit  back  and  stretch  their  legs, 
without  interfering  with  or  being  disturbed  by  tlie  ordinary 
traffic  through  the  coach.  Washable  canvas  covers  are 
supplied  for  use  when  cots  are  thus  stacked  to  keep  them 
from  being  soiled.  At  night  the  cots  arc  slung  in  position 
and  the  coach  transformed  into  a  dormitory. 

All  the  trains  are  self  contained  and,  when  in  motion, 
self-supporting,  carrying  everything  in  the  way  of  pro- 
visions, stores,  and  so  forth,  likely  to  be  required  on  the 
journey. 

The  staff  consists  of  two  medical  officers  and  thirty- 
sIk  men,  including  cooks,  clerks — all  .-Vuxiliary  Sick  JJerth 
Reserve  ratings 
—  who  live  in 
the  train  con- 
tinuously. In 
fact,  the  trains 
are  practically 
c  o  m  m  i  s  s  i  o  n  ed 
like  ships  and 
worked  as  such 
in  the  way  of 
duty,  regular 
sea  watches 
being  kept  day 
and  night.  For 
ordinary  routine 
journeys  nursing 
sisters  are  not 
carried,  but  a 
cabin  is  set  apart 
for  two  in  each 
train  for  use 
when  required, 
as  after  a  naval 
engagement  or 
when  any  cases 
calling  for  their 
presence  are 
being  trans- 
ported. The 
nursing  itself 
is  done,  as  in  the 
navy    afloat,   by 


or  as  required,  and  become  available  by  lifting  up  the  flap 
table.  At  one  end  of  each  of  thesis  coaches  two  padded 
rooms  are  fitted  for  the  more  violent  mental  cases. 

A  small  dressing  station  supplied  witli  instruments  and 

drugs  is  also 
provided.  It 
may,  however, 
be  stated  here 
that,  practically 
speaking,  there  is 
very  little  to  be 
done  in  the  way 
of  "  dressings  " 
except  while 
the  train  is  at 
rest.  For  this 
reason  also 
no  "operating 
theatre"  has 
been  arranged,  on 
the  assumption 
that  a  case  likely 
to  require  opera- 
tion would  not  be 
travelling,  and 
also,  if  such  a 
case  were  en- 
countered, opera- 
tive measures 
would  probably 
have  to  be  ap- 
plied at  the  cot 
side — time  would 
not  permit  of  the 
or,  alternatively,  the 


Sittini^  accommodation,  amutuance  tram. 


trained  male  Sick  Uertli  ratings. 
An  interesting  feature  of  the  large  naval  ambulance  trains 
is  what  is  known  as  the  "  Day  Coach."  It  is  fitted  along 
the  sides  with  sections  of  flap  tables,  1  if  ting  upwards,  at  which 
non-cot  cases  can  sit  and  have  their  njeals  or  do  anything 
else.  Underthese  tables  is  a  row  of  wash-basins  connected 
■with  water  supply.    These  are  for  use  after  a  night  journey 


case  being  taken  to  the  "theatre" 

patient  would  be  lauded  at  the  first  opportunity. 

A  portable  electric  signalling  device  is  fitted  at  each  end 
of  the  train  and  coupled  U|)  with  the  engine,  so  that  com- 
munication can  be  made  with  the  driver  by  means  of  a  code 
of  signals  with  reference  to  speed,  heating,  etc.  The  prin- 
cipal parts  of  the  train  are  connected  by  intercommunicating 
telephone.  The  trains  are  liglitedby  electricity — dynamo 
while  running  and  accumulator  when  at  rest.  Electric 
fans  are  fitted  whore  requisite,  and  portable  lights  are 
arranged  for  in  all  the  ward  coaches.  Oas  is  used  for 
cooking    onlv,    and   is    carried    under    the    kitchen    cars 

and  one  car  ad- 
joining  each 
kitchen,  the 
cylinders  being 
coupled  up  to- 
gether; thus  the 
danger  of  fire  is 
reduced  to  a  mini- 
mum. Heating  of 
the  coaches  is  by 
steam  from  the 
engine,  carried  in 
overhead  pipes 
suspended  from 
the  roof.  While 
running  the  in- 
ternal air  current 
circulates  the 
heat  very  evenly, 
and  at  the  same 
time  the  floor 
space  is  clear  of 
any  obstacle 
which  might  get 
in  the  way  of  a 
bearer  party 
while  handling  a 
cot.  Sanitary 
arrangements  are 
anqjle  -about  10 
per  cent,  of  the 
carrying  capacity  of  each  train,  and  consist  of  water-sealed 
pans.  Arrangements  are  made  for  "trapping"  these  while 
trains  come  to  a  halt  for  any  length  of  time.  I.argo  storage 
capacity  for  water,  domestic  and  sanitary,  is  suppled  to 
each  train.  For  administrative  purposes  a  small  office  is 
fitted  up  centrally  iu  the  train,  and  contains  typewriter, 
safe,  and  the  usual  oflice  furniture. 


t)aj-  Coach,  ambulance  train. 
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It  is  not  possible  in  aTfew  pages  to  do  full  justice  to  the 
developnieuts  of  ]5i-itish  surgery  during  the  war,  but  it  is 
reasonable  to  place  tlie  more  salient  facts  on  record,  and  to 
summarize,  however  briefly,  the  present  position  of  surgical 
work  in  the  British  Expeditionary'  Force  in  France  and 
Belgium. 

The  Kkciimentai,  ]\Ieiiic.\l  Offici:!:. 

It  is  unnecessary  to  write  at  length  on  the  work  of  the 
regimental  medical  otHcer,  for  his  duties  in  this  war  are 
much  the  same  as  they  have  ever  been.  He  shares  the 
dangers  comnjon  to  the  combatant  ofiicers  and  men,  and 
stays  with  liis  battalion  or  brigade,  as  the  case  may  be. 
His  treatment  can  onlj'  be  that  of  first  aid,  but  he  and  his 
orderlies  have  saved  innumerable  lives, both  by  the  rescue  of 
wounded  comrades  from  dangerous  situations  and  by  careful 
rapid  transjiort  to  the  field  ambulance  sections  in  the 
support  line. 

Thk  Field  AjiiiUL.vNeE. 

At  this,  tlic  "advanced  dressing  station,"  there  is  a  per- 
sonnel of  two  or  three  medical  officers,  nonconimissioned 
officor.s,  and  orderlies,  and  it  is  here  that  the  first-aid 
dressings  ca!i  be  supplemented  by  additional  dressings 
and  by  suitable  splints,  so  as  to  ensure  a  more  easy 
transit  to  the  "tent  section''  of  the  Held  ambulaneo,  a 
mile  or  two  fiuther  back. 

The  field  ambahmce  has  not  needed  to  undergo  any 
very  radical  changes  during  the  war,  but  its  surgical  eijuip- 
uient  has  been  very  greatly  improved  and  increased,  so 
that  it  is  in  all  respects  well  supplied  for  the  performance 
of  any  urgent  operation  undertaken  for  conditions  which 
do  not  re(]uire  that  tlie  patients  should  be  retained  for  any 
length  of  time. 

The  following  instructions,  which  are  amongst  those 
issued  in  all  the  "  armies  "  at  the  front,  will  best  indicate 
the  limitations  of  their  work  : 

(1)  Only  operations  of  emergency  sliould  be  performc-il  in 
field  anilnilances.  lint  the  following'  exceptions  must  be 
noted  : 

((I)  Coin|)letely  smashed  limbs  should  be  removed,  and 
tlie  [latients  retaiiie<l  for  at  least  a  day  before  being  sent  to 
a  casualty  clearing  station. 

ill)  Haemorrhage  should  be  arrested  by  ligature  of  bleeding 
points  wlienever  ])0ssible.  If  this  is  not  possible,  then 
plugging  or  direct  pressure  on  the  wound  itself  sliould  be 
resorted  to.  Patients  should  never  he  sent  down  with 
tonrnii|uets  on  their  limbs. 

(2)  Abdominal  wounds  and  all  severe  cases  re(|niring  early 
treatment  at  a  casualty  clearing  station  should  be  sent  there 
by  a  special  motoraiubulaiice  direct  from  the  advanced  dressing 
station.  They  should  not  be  kept  waiting  for  the  regular 
coinoNS. 

\  further  development  of  the  tent  seclion  resulted  from 
the  conditions  at  the  battle  of  tin;  Soiume,  where,  on 
account  of  the  small  area  and  the  few  good  roads,  "  corps 
dressing  stations"  were  created  by  joining  up  some 
members  ol  the  staffs  of  various  held  ambulances,  so  as 
to  supply  tent  accominodation  for  a  thousand  or  more 
wounded,  wiAh  a  staff  of  about  thirty  mi.'dieal  officers.  A 
unit  such  M,s  this  |ierloi'med  the  duties  oi<liii.-irily  per- 
foiiueil  by  several  separate  field  ambulanci  s.  and  proved 
very  snct-essful  as  well  as  economical  in  medical  officins 
and  oi(k'i  lies. 

It  is  imueeess.u  y  to  writer  iinudi  on  a  sidijert  which  is 
already  thoroughly  well  known  to  all,  but  it  is  the  supply 
of  mot.or  atnhnlances  alone  tli.at  has  enabled  Us  to  dead 
ad(!i|uately  with  thi^  siugcry  at  the  frdut.  One  as^i.'ct 
of  this  subject,  li(iwev<'i-.  is  very  commoiilv  overlooked, 
namely,  tin'  use  id  miitin'  transport  iii  s;iving  flu  woiimleil 
from  captui'e,  for  there  can  he  no  doulit  that,  li.id  iiiolor 
ambulances  boon  supplied  in  1,-irge  niniihers,  the  talr  nf 
British  prisoners  after  .\lons  aaid  l,c  Cateau  would  have 
been  very  small.  The  first  eomphde  eiinvov  eaine  to  lli«' 
frniit  ill  the  middle  of  October,  and  at  the  lirst  haltle  of 
N'pri'S    was    of   the   utmost  possible  value,    both    in    getting 


patients  quickly  to  the  casualty  clearing  stations  and  also 
in  saving  wounded  from  falling  into  the  hands  of  the  enemy 
during  our  retirement  to  the  ground  wc  subsequently  held 
Without  the  motor  ambulance  the  whole  system  would 
break  down,  for  no  horsed  vehicles  could  possibly  deal  with 
the  numbers  of  a  heavy  tight  unless  they  were  so  numerous 
that  they  would  practically  block  the  roads  for  all  other 
transport,  and  even  then  their  slowness  would  result  iu  such 
delays  in  delivery  that  surgery  would  be  of  little  use.  In 
addition,  the  well  liung  and  well  driven  motor  causes  the 
patient  infinitely  less  distress  than  the  old  ambulance  wagon, 
and  so  delivers  him  in  a  much  better  condition  forrecovery. 

The  Qle.stion  of  Time. 

This  is  a  matter  of  so  much  importance  to  surgery  that 
it  is  well  to  explain  the  time  that  is  required  to  take  a 
patient  from  the  front  trenches  to  the  casualty  clearing 
station.  It  is,  in  the  first  place,  not  sufficiently  realized 
that  the  chief  cause  of  delay,  if  it  occurs,  is  "  the  enemy," 
for  there  have  often  been,  and  there  still  are,  localities 
from  which  the  wounded  can  only  be  moved  undercover 
of  darkness,  so  that  a  man  may  have  to  be  kept  in  a  dug- 
out the  whole  of  a  long  summer's  day  bef(u-e  he  can  be 
carried  to  the  rear.  Again,  in  the  desert  of  mud  beiiind 
the  firing  line  on  the  Somme  stretcher  bearers  sometimes 
took  hours  to  carry  a  woundcti  man  at  night  for  several 
miles  to  the  nearest  point  to  wdiich,  in  the  absence  of  all 
roads,  an  ambulance  wagon  could  approach.  In  yet  other 
cases  men  lie  out  in  the  open  ground  on  the  so-called 
"  Xo  Man's  Land  "  for  many  hours,  or  even  for  several 
days,  before  they  are  rescued.  But  supposing  that  none  of 
these  difficulties  exist,  the  time  occupied  is  very  short,  for, 
if  communication  trenciies  are  good,  and  if  a  man  is 
able  to  wallv,  he  will  often  get  to  the  advanced  sections 
of  the  nearest  field  ambulance  within  an  hour.  If  the 
communication  trench  is  long  and  muddy,  it  may  take 
twice  that  time.  Jf  he  has  to  be  carried  it  may  take 
another  half-hour  or  more,  but  as  soon  as  he  has  got  to  a 
good  road  another  hour  will  see  him  safely  delivered  to 
the  place  where  his  injuries  can  be  thoroughly  treated  and 
where  he  can  be  well  nursed  under  excellent  conditions. 

\\\  this  is  comparatively  simple  if  no  great  battle  is  in 
progress;  and  as  great  battles  occur  at  infrcipient  intervals, 
it  is  evident  that  iu  most  parts  of  the  lino  of  trenches 
evacuation  is  easy  and  rapid  except  for  unusual  local 
conditions.  But  in  very  heavy  fighting,  and  especially 
when  troops  are  advancing,  it  is  often  impossible  to  find 
sufficient  stretcher-bearers  in  proportion  to  the  great 
nnndiers  of  wounded,  for  only  a  limited  number  ai'e 
attached  to  each  regiment,  and  it  is  therefore  necessarilj- 
true  that  the  gneater  the  number  of  the  wotuided  wdio 
have  to  be  carried,  the  longer  must  it  he  before  the  last  of 
them  can  h(!  brought  in.  Xo  work  is  heavier  thanstri'tcher 
carrying  for  long  distances  and  on  diflieult  ground;  and  as 
men  become  exhausted  their  jiace  becomes  slower,  and 
the)'  are  obliged  to  rest  at  more  freijuent  intervals.  I5nt 
even  when  all  difficulties  have  been  surmounted  and  the 
patients  have  arrived  iit  the  tent  sei'tions  of  a  lielil  auibti- 
lance,  there  are  many  who  are  too  much  exhausted  for 
further  immediate  moving;  and  while  the  staff  may  have 
their  hands  full  with  dressing  the  wounded,  they  have  also 
to  care  for  the  needs  of  the  many  men  who  need  to  bo 
rested,  fed,  and  warmed.  Wliih'  they  are  thus  engaged  on 
these  patients,  all  those  who  require  urgent  treatment  by 
operation  have  been  taken  iliriTt  to  tlu'  casualty  clearing 
stati(Uis,  and  thus  have  avoided  delay. 

The  speed  with  which  even  piilieuts  who  have  to  be 
carriiMl  can  he  brought  in  is  host  shown  by  taking  the  ca.se 
of  a  cons:  c'litive  series  of  abdominal  wounds  at  one  of  the 
more  adv.iiiccd  units.  'I'lie  following  are  the  figures,  and 
they  show  both  how  ((iiickly  men  can  he  brought  in  when 
there  avi:  no  uniisuai  difiiculties,  .and  also  how  long  it 
may  be  before  a  man  can  be  rescued  wlien  an  attack  has 
been  ttuii|iorarily  driven  back. 
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Time  of  EvacuaUoii  to  CamaltijlCh'ariivj  Stiitioii. 


Under  3  hours 
Between  3  and  4  hours    . 
4  and  5 
..         5  and  6     ,, 

Betweeu  6  and   9  hours 
9  and  12      ,, 


Betweeu  12  and  ISjhours  . 
18  and  24      „ 


24  1 
20' 
24, 
10) 

34 
22 


73 
in  tirst 
6  hours. 

56 
n  second 
6  hours. 


134 
^  in  tii'st 
|12  hours. 


169 

-   in  first     I 

24  liours. 


'■■     ij;  f  in  second 
-     ^"J    12  hours. 


Over  24  liours 


The  Casualty  Clearing  Stations. 

The  development  o£  tbe  casualty  clearing  stations  has 
been  the  most  important  fautor  in  the  creation  of  a  new 
school  of  surgery  at  the  front,  and  it  is  not  too  much  to 
say  that  they  have  saved  many  thousands  of  lives  which 
would  have  been  lost  but  for  the  surgical  opportunities 
which  they  have  provided. 

Before  the  war  the  "  C.C.S.'s,"  as  they  may  be  named 
for  brevity,  appeared  only  on  paper  and  as  untried  units, 
for  they  did  not  exist  at  the  time  of  the  South  African 
war.  They  were  originally  called  "  cleariug  hospitals," 
and  their  proposed  function  was  merely  to  clear  the 
field  ambulances 
and  pass  the 
patients  on  to  the 
base  hospitals. 
Their  equipment, 
therefore,  was  only 
very  slight,  and 
their  staff  of  eight 
ofHcers,  including 
the  com  maud  officer 
and  the  quarter- 
master, was  less 
than  the  staff  of  a 
field  ambulance. 
They  carried  200 
stretchers,  and  were 
suppoued  to  bo  able 
to  deal  with  the 
same  number  of 
patients. 

It  is  not  neces- 
sary to  enter  into 
details  to  show  how 
the  six  casualty 
clearing  stations, 
which  came  with 
the  original  Ex- 
peditionary Force, 
were  overtaxed,  for, 
in  spite  of  this,  it 
became  veryevident 
during  the  first 
battle  of  Ypres  that  the  casualty  clearing  stations  might 
well  be  made  the  nucleus  around  which  to  build  an  efficient 
.^organization  for  much  more  complete  surgical  treatment 
than  had  been  contemplated  when  they  were  first  jilaiined. 
The  first  change  was  the  supply  of  bedsteads  and  bedding 
and  the  appointment  of  trained  nurses;  the  next  was  the 
addition  of  more  surgical  equipment  in  the  way  of  instru- 
ments, splints,  sterilizing  apparatus,  etc.  The  selectiou  of 
special  surgeons  was  a  natural  consequonce,  and  before  the 
end  of  the  year  1914  good  surgical  work  was  being  done 
at  eight  centres.  Since  that  time  there  has  been  further 
development  and  progress,  and  by  the  end  of  1916  more 
than  fifty  casualty  clearing  stations  were  at  work. 

Those  hospitals,  for  such  wte  can  call  them,  are  situated 
behind  tho  line  of  trenches  along  the  entire  front,  and 
certain  local  conditions  are  essential  for  the  success  of 
their  work.  First,  they  must  be  at  or  near  to  railway 
sidings,  so  that  evacuation  by  train  is  easy.  S(-'eondly, 
they  must  be  where  good  roads  can  connect  them 
with  the  front.  Thirdly,  they  must  have  a  good  water 
supply. 

They  are  arranged  in  practically  two  series:  (1)  Those 
nearest  the  front  are  at  a  distance  of  from  si.-c  to  nine 
miles  from  the  front  trenches;  (2)  those  of  the  second  line 
are  from  three  to  six  miles  further  back,  and  act  as  a 
reserve  during  active  operations,  or  as  units  for  special 
cases  during  quieter  times. 


Fig.  1.— Interior  of  refiiniental  aid  post. 


The  casualty  clearing  stations  vary  greatly  in  their 
accommodation,  according  to  the  size  of  the  buildings  they 
may  occupy,  or  to  the  amount  of  ground  available  for  huts 
or  tents  when  they  are  encamped.  The  smallest  accommo- 
date 400  to  500,  and  the  largest  from  800  to  1,200.  Their 
staff  is  reinforced,  as  may  be  required,  from  other  casualty 
clearing  stations  less  actively  employed,  and  from  the 
staffs  of  the  field  ambulances. 

Wherever  possible  the  casualty  clearing  stations  at  the 
front  are  linked  in  pairs,  and  take  in  the  wounded  alter- 
nately. In  this  way  it  can  be  arranged  that,  after  admitting 
as  many  as  can  be  adequately  treated,  the  wounded  are 
diverted  to  the  other  casualty  clearing  station,  and  the 
staff  is  left  free  to  treat  those  they  have  admitted,  without 
being  disturbed  by  fresh  arrivals. 

Operafini/  Thcnires. 
When  a  casualty  clearing  station  is  housed  in  buildings 
these  theatres  must,  of  course,  vary  in  size  with  the  accom- 
uiodation  afforded.  In  the  hutted  or  tented  hospitals, 
however,  which  are  the  most  numerous,  the  operating 
theatre  is  a  hut  about  60  ft.  by  20  ft.,  giving  space  for  four 
tables,  and  for  sterilizing  and  store  rooms.  Large  theatres 
are  essential  in  dealing  with  large  numbers. 

Tlic  Treatment  of 
Wounds  in  the 
Casualty  Clear- 
ing Stations. 
It  is  the  object 
of  every  casualty 
clearing  station  to 
treat  and  retain  all 
patients  until  they 
can  be  safely  sent 
down  by  ambulance 
train.  In  times  of 
comparative  quiet 
there  is  no  diffi- 
culty in  attaining 
this  ideal,  and  con- 
sequently, what- 
ever standard  of 
treatment  is  r o  - 
quired  from  the 
surgical  standpoint 
can  ordinarily  bo 
attained.  In  times 
of  heavy  fighting, 
and  especially  when 
there  is  the  cer- 
tainty that  many 
more  wounded  will 
arrive  during 
periods  e.xtending 
over  days  or  weeks, 
it  is  evident  that  the  provision  of  empty  bods  necessi- 
tates sending  patients  away  who  might,  with  advantage, 
be  retained  a  little  longer.  Tiiis  pressure,  however, 
does  not  prevent  the  performance  of  all  really  necessary 
operations,  and  these  are  now  always  performed.  If 
the  requirements  of  our  army  did  not  place  a  limit 
on  the  number  of  surgeons,  nurses,  orderlies  and  patients 
who  can  be  retained  in  close  proximity  to  the  fight- 
ing line,  there  would  be  no  reason  why  all  patients 
should  not  bo  kept  near  the  front,  but  it  must  be 
clearly  appreciated  both  that  there  is  this  limit  in 
every  war,  and  also  that  casualty  clearing  stations  are 
maintained  everywhere  in  as  great  numbers  as  the  military 
authorities  can  permit.  It  must  also  be  remembered  that 
if  many  hundreds  of  patients  were  kept  in  every  casualty 
clearing  station  the  staff  of  nurses  and  orderlies  would  be 
so  much  occupied  in  dressing  and  caring  for  them  that 
they  would  not  bo  free  to  attend  to  the  wants  of  the 
recently  wounded  men  coming  in  convoys  from  the  field 
ambulances. 

For  more  than  two  years  it  has  been  the  deliberate 
policy  of  tho  British  Army  Medical  Service  to  make  the 
casualty  cleariug  station  the  chief  place  for  the  treatment 
by  operation  of  the  dangerously  wounded  man  who  requires 
prompt  treatment,  rather  than  the  field  ambulances.  The 
latter  is  too  mobile  and  too  freciuently  moved  a  unitto  be 
thoroughly  well   equipped   surgically,  and,  in  addition,  it 
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has  been  proved  to  be  niucli  better  to  move  .a  patient  before 
au  operation  to  a  place  where  he  can  be  k<![)t  and  iiur.sed 
for  several  days  ratlier  than  to  move  him  (lireccly  atter  lie 
has  been  operated  upon, 

DressiiKj  aitil  Vintribatioii  of  flic  Wnnnl-d  ,il  ,t  Cainalli/ 
Ch<iriiii/  Station. 

It  is  now  the  custom  of  all  casualty  clearini,'  stations  to 
dross  their  patients  in  large  reception  huts  or  tents  as  soon 
as  tlicy  arrive,  and  to  <listribute  them  from  this  |>lace  in 
three  classes:  (1)  Kor  immediate  evacuation;  (21  for  re- 
tention; (3)  for  operation.  In  the  lirst  class  are  incjl tided 
chieHy  the  sli<,'htly  wounded.  In  the  second  class  are 
patients  siitferiug  from  shocic,  from  tlie  effects  of  bleeding, 
from  wounds  of  the  lung,  from  exposure  to  cold.  etc.  In 
the  third  class  are  all  serious  wounds  of  the  soft  ti.s.sues 
which  rcquiro  thorough  dressing,  and  especially  lacerated 
wounds  <lue  to  shells  and  bombs;  most  fractures ;  many 
injuries  of  vessels;  all  perforating  abdominal  wounds,  etc. 

The  proportion  of  cases  reipiiriiig  operations  to  the 
wliole  number  of  wounded  will  depend  on  many  conditions 
— for  example,  the  larger  the  proportion  of  shell  wounds  to 
bullet  wounds  the  larger  is  tlie  number  requiring  oiiera- 
tion,  and  if  a  train  is  waiting  to  go  to  the  base,  men  may 
be  sent  by  it  who  would  require  operation  if  they  had  to 
bo  kojit  for  thirty-six  hours.  Jjut  it  may  be  stated  in 
general  terms  that  the  proportion  of  patients  treated  under 
anaesthetics  may  be  as  liigli  as  one  in  four,  but  is  more 
often  about  one  in  six. 

The  following  table,  compiled  by  Captain  Hey,  who  is 
tlio  Surgical  Specialist  at  one  of  the  forward  casualty 
clearing  stations,  will  give  a  very  good  idea  of  the 
operating  work  of  a  particular  unit,  and  it  includes  a 
period  of  heavy  fighting  during  a  recent  battle  : 


Talle  of  Operaliouis  Performed  at  a 

Ca.sualttj 

Cteariiiij  Stdtitoi. 

A.  Ligature  of  arteries  : 

Carotid 

5 

Vertebral 

...       2 

Suhclaviaii     ... 

...       2 

Axillary 

...   rs 

Brachial 

...   39 

Radial 

...     18 

Ulnar 

8 

Ext.  iliac        

...       2 

Femoral 

...     51 

Popliteal 

...     31 

Ant.  tibial 

16 

Post,  tibial     ... 

...     58 

Various 

...     30 

277 

1!.  For  treatment  of  fracture-: : 

Skull                

...  189 

Vertebrae 

...     18 

llunierus 

...  298 

l''nrearni 

...  133 

Femur 

...  299 

l^eM 

...  309 

Jaws 

...     38 

Various 

...  119 
1,403 

C.  For  treatuieut  of  joints: 

Knoe 

...  183 

Other  joints  ... 

...     64 

D.  .\ni|iutations  : 
Slioukler  joint 
Upper  arm     ... 
I'orearni 
ThiKh 
Knee... 

i'CH 

Ankle 
Various 


247 

14 
77 
31 
186 
10 
76 
6 
31 


JI.  Excision  and  cleansin;^  of  wounds  : 
Head  and  neck 
Trunk 

Upper  limb  ... 
Lower  limb  ... 
Multiple 


X.  For  conditions  not  due  to  gunshot  wounds 
.-Vpptudicitis... 
Strangulated  hernia  ... 
(.'el  hi  litis 
\*arious 


.     95 

.  309 
.  249 
.  765 
.  398 

1816 

.     34 

1 

.     53 

.    13 

101 

It  will  be  seen  that  the  total  number  of  operations  per- 
formed for  gunshot  wounds  amounts  to  4,554,  and  the 
total  number  of  wounded  admitted  during  the  period  ia 
question  was  20,589  in  this  particular  unit.  It  will  b& 
noticed  that  a  very  largo  majority  of  the  operations  were 
for  fractures  of  the  limbs  and  wounds  of  the  soft  tissues 
which  recjuired  complete  surgical  clearing. -The  proportion 
of  abdominal  operations  would  liavo  been  higher  but  for 
the  fact  that  an  "advanced  operating  centre"  was  near  at 
liand,  and  took  charge  of  many  cases  of  this  class. 

During  lieavy  fighting,  operating  work  such  as  the 
above  goes  on  continuously  day  and  night,  and  conse- 
quently necessitates  relays  of  surgeons,  nurses,  and 
orderlies.  The  work  is  exceedingly  trying,  and  it  must  be 
reckoned  on  that  not  a  few  of  the  staff  will  bo  more  or  less 
knocked  up  after  three  or  four  weeks  of  it.  Hut  it  is  al.so- 
quite  certain  that  the  early  and  thorough  treatment  of  a 
very  large  proportion  of  all  wounds  has  done  more  tliau 
anything  else  to  save  both  much  sntTering  and  many  lives. 

Adv.vnced  Oi>ku.\tino  Ckxtrks. 
It  has  sometimes  been  found  that  difficulties  of  locality 
have  prevented  the  placing  of  so  large  a  unit  as  a  casualty 
clearing  station  exactly  where  its  position  should  have  been 
when  heavy  fighting  has  been  expected,  and  in  such  cases  a 
smaller  unit  has  been  jilaced  so  as  to  deal  with  the  most 
urgent  cases,  and  especially  with  those  which  required 
prompt  operation.  These  small  special  liospitals  of  fifty  tO' 
sixty  beds  have  done  excellent  work,  and  a  very  large  pro- 
portion of  their  cases  have  been  abdominal  wounds.  The 
large  nniiiber  of  the  casualty  clearing  stations  has  prevented 
any  necessity  for  creating  many  such  units,  for  the  casualty 
clearing  stations  are  usually  as  well  placed  as  is 
the  special  hospital,  and  the  greater  number  of  all  tlie 
abdominal  operations  have  been  performed  in  them. 

Sl'ECI.VL    IIOSIUHLS. 

Special  Hospitals  for  Head  Cases. 
(-)pcratious  for  wounds  of  the  head  are  dealt  witli  in  a 
subsequent  section,  and  all  that  need  be  said  here  is  that 
it  has  been  fouml  advisable  to  retain  a  oonsiderable 
number  of  these  eases  near  the  front  either  in  stationary 
or  general  hospitals,  or  else  in  a  casualty  clearing  statiou 
of  the  reserve.  They  do  not  need  the  inmiediato  opera- 
tions required  tor  abdominal  cases,  and  arc  consequently 
provided  for  further  back. 

Special   Hospitals  for  Shell   SliocJi. 
It  is  very  desirable  to  remove   such    cases    from    the 
sound   of  shelling,   and,   as   they  re(|nire  special  treatment 
for  some  time,  they  also  arc  dealt  with  in   the  I'oar  of  the 
front  line  of  casualty  clearing  stations. 

S/>ecial  Hi's/iitals  for   Diseiises    of   the    Sliiii. 
I'hese  deal   mainly,  but   not   exclusively,  with  scabies, 
and    the    work    is    usually    undertaken     by     the    casualty 
clearing  stations  of  the  second  line. 


E.  Fur  draiiia^je  of  jjleura 

F.  For  wounds  ,,f  tlie  aldloiuni 
(i.  Removal  of  testis 

If.  i-'or  ruptured  urethra 

•J.  Enucleation  of  eye     ... 

K.  Plastic  operations 

L.  Traclieotoinv... 


431 
49 

106 
5i 
9 
43 
33 
17 

280 


Stationani  Hospitals  at  llie  Front. 
\  few  of  these  units,  which  normally  belong  to  the  line 
of  communication,  also  find  a  place  at  the  fnuit.  So  much 
of  the  work  which  would  previously  have  been  done  in 
them  is  now  performed  by  the  casualty  clearing  stations 
that,  in  proportion  as  the  hitter  have  increased,  tlio 
need  for  the  stationary  hos|)itals  has  diuiini^-lied.  Those 
that  are  at  thi!  front  are  comimuily  engaged  more  in 
the  treatment  of  th(>  sick  than  of  the  wounded,  or  else  in 
treating  solium  spc-cial  class  of  case,  such  as  injuries  of 
the  head  or  shell  shock. 
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X  Rays. 

At  tlie  beginning  of  the  war  x  rays  were  not  supplied 
at  the  front,  but,  coincidently  with  the  development  of 
operating  work  in  the  casualty  clearing  stations,  the  need 
of  these  became  apparent.  At  first  mobile  .r-ray  vans  were 
supplied,  but,  as  demands  for  these  increased,  it  became 
necessary  to  supply  stationary  plants  as  well,  more  espe- 
cially to  those  casualty  clearing  stations  to  whose  share  it 
fell  to  do  most  of  the  operations  ;  and,  not  only  have  x  rays 
been  of  great  service  in  guiding  the  operator,  but  in  many 
of  the  abdominal  wounds  where  the  missile  has  been  i-e- 
tained  they  have  been  of  the  greatest  service  to  the  surgeon 
in  deciding  whether  or  no  operation  should  be  done  at  all. 
In  many  other  cases,  such  as  some  of  the  wounds  of  the 
head  or  of  the  knee-joint,  it  has  been  found  better  not  to 
undertake  an  operation  without  a  preliminary  x-ray  exami- 
nation, so  that  in  the  present  stage  of  development  of 
surgery  at  the  front  the  a;-ray  plant  has  become  essential 
for  the  work  of  the  casualty  clearing  stations. 

Anaesthetics. 

At  the  beginning  of  the  war  chloroform  was  in  general 
use,  but  it  was  evident  that  there  were  many  objections  to 
its   universal    application, 
and     other    agents     were 
soon  employed  as  well. 

Etlier  has  been  largely 
used,  and  was  formerly 
administered  by  the  open 
method,  but  experience 
has  shown  that  it  is 
often  inadvisable  to  use 
it  thus  because  of  its  ten- 
dency to  irritate  the  air 
passages.  For  at  least  six 
months  of  the  year  the 
men  who  are  exposed  to 
the  wet  and  cold  in  the 
trench  area  are  suffering 
in  very  large  numbers 
from  catarrhs  of  varying 
degrees  of  severity,  and 
in  many  of  them  these 
are  accentuated  by  the 
further  exposure  which 
follows  on  a  wound,  espe- 
cially when  a  man  falls 
or  lies  in  mud  or  water. 
The  result  is  that  the 
administration  of  any 
anaesthetic  commonly  sets 
up  so  much  bronchial  irri- 
tation that  the  patient's 
life  is  endangered  by  an 
attack  of  bronchitis  or 
bronchopneumonia.  These 
complications  are  specially 
dangerous  in  cases  of 
abdominal  wounds  where 
abdominal     respiration    is 

difficult  and  where  coughing  up  of  mucus  is  often  impossible 
because  of  pain  or  intestinal  distension.  It  is  indeed  a 
fact  that  a  very  large  proportion  of  all  the  deaths  follow- 
ing abdominal  wounds  and  operations  are  due  to  lung 
complications,  and  these  injuries  are  at  least  twice  as 
fatal  in  the  winter  as  in  the  summer. 

Dr.  Shipway's  apparatus  for  the  administration  of  warm 
ether  vapour  has  been  of  the  greatest  value  under  those 
circumstances,  and  it  is  in  common  use  in  all  the  clearing 
stations.  We  have  found  that  it  possesses  the  following 
advantages : 

1.  There  is  very  little  secretion  of  mucus  or  saliva,  and 
the  patient  is  very  quiet  during  the  operation. 

2.  There  is  less  sickness,  probably  because  of  the 
lessened  quantity  of  mucus  swallowed. 

3.  There  is  much  less  tendency  to  bronchitis  and 
pneumonia. 

4.  The  ether  used  is  not  more  than  one-third' of  that 
employed  by  the  open  method,  and,  as  a  consequence,  it 
bulks  less  largely  in  transport. 

5.  Patients  suffering  from  shock  or  haemorrhage  can  be 
pulled  through  an  operation  with  less  collapse  than  by 
other  methods. 
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6.  It  can  be  connected  with  an  oxygen  cylinder,  and  the 
ether  vapour  can  be  administered  in  combination  with 
oxygen  in  cases  of  shock. 

The  subject  of  the  administration  of  anaesthetics  at  the 
front  is  decribed  more  fully  in  the  paper  by  Captain 
Geoffrey  JIarshall  printed  on  a  later  page. 

The  Use  of  Antiseptics. 
It  may  be  stated  in  general  terms  that  it  is  the  custom 
at  the  front  to  use  antiseptics  in  the  treatment  of  wounds, 
both  at  the  held  ambulances  and  the  casualty  clearing 
stations.  No  attempt  is  made  to  use  antiseptic  agents  to 
disinfect  the  wounds  on  the  field  at  the  time  of  injury,  for 
all  who  know  the  character  of  the  wounds  and  the  condi- 
tions of  the  wounded  men,  are  agreed  as  to  the  complete 
futility  of  all  such  efforts,  even  if  this  had  not  been  com- 
pletely demonstrated  during  this  war.  But  experience 
has  also  shown  that  in  France  and  Belgium  the  wounds 
are  so  heavily  infected  from  the  soil  that  it  is  most 
necessary  in  all  but  the  smallest  wounds  to  excise  very 
freely  all  the  exposed  and  torn  tissues  which  have  been 
killed  or  else  partially  devitalized  by  the  injury,  and 
which  are  ingrained  with  dirt  or  portions  of  clothing.     If 

this  treatment  is  not 
carried  out  very  thoroughly 
and  carefully,  and  if  free 
drainage  is  not  secured, 
the  gravest  forms  of  sepsis 
may  commence  in  serious 
wounds  in  a  very  few 
hours.  It  is  common  ex- 
perience that  if  a  badly 
wounded  man  cannot  be 
rescued  and  brought  into 
the  field  ambulance  until 
after  the  lapse  of  twenty- 
four  or  thirty-six  hours, 
the  wound  is  often  already 
so  badly  infected  and  the 
patient  himself  is  in  so 
toxic  a  state  that  surgical 
treatment  has  but  little 
chance.  It  may  be  said 
truly  that  the  most  im- 
portant alteration  in  treat- 
ment since  the  early  days 
of  the  war  is  that  excision 
of  damaged  tissue  has 
become  the  routine  method 
and  that  the  earlier  it  is 
carried  out  the  more  likely 
it  is  to  be  successful. 

"  Kusol  "  and  "  Daliin's 

Flnid." 
Very  many  antiseptic 
agents  have  been  employed, 
and  there  is  naturally  some 
diversity  of  opinion  as 
to  which  is  the  best. 
There  is  no  doubt,  however,  that  at  the  present  time 
hypochlorous  acid  in  the  form  known  as  "  eusol,"  or 
the  hypochlorite  of  soda  in  the  solution  known  as 
'•  Dakiu's  fluid,"  are  more  extensively  used  than  any 
others.  The  method  of  Dr.  Carrel  has  been  increasingly 
employed  for  the  past  year,  and  wounds  treated  in  this 
way  have  done  exceptionally  well,  although  it  is  not 
always  possible  to  employ  the  method  universally  at 
a  time  when  the  wounded  are  in  very  great  numbers. 
At  other  times  there  is  no  difficulty,  and  in  order  to  estab- 
lish continuity  of  treatment  Dr.  Carrel's  method  is  freely 
employed  on  every  ambulance  train  taking  wounded  to 
the  base  hospitals. 

Hydrogen  Peroxide. 
This  is  not  highly  esteemed  as  a  potent  antiseptic,  but  it 
is  of  great  service  in  loosening  adherent  dressings,  and  so 
preventing  pain  and  injury  to  the  soft  tissues  by  forcible 
separation  of  gauze  or  wool. 

Carbolic  Acid. 
At  an  early  stage  of    the  war,  and   in  consequence  of 
representations  made  by  surgeons  in  England,   attempts 


Fig.  2.  — Haudliiifi  a  stretcher  round  a  corner  of  coniniunication 
trench. 
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were  matlo  to  sterilize  recent  wounds  by  pure  carbolic 
acid.  They  entirely  failcMJ  to  achieve  this  object,  but 
solutions  of  a  strength  of  1  in  20  or  1  in  40  are  in  coninioii 
use,  and  many  surgeons  have  had  a  very  favourable  experi- 
ence in  using 
equal  parts  of 
solutions  o  f 
carbolic  acid 
and  hydrogen 
peroxide. 

Sodium   Chlo- 
ride. 

The  hyper- 
tonic salt  solu- 
tion has  not 
proved  suc- 
cessful at  the 
front,  and  at 
the  present 
time  is  hardly 
used  at  all. 
T  h  e  wounds 
treated  by  it 
were  usually 
very  slow  in 
healing,  and 
the  granula- 
tions were 
generally  pale, 
flabby,  and 
lu  u  c  h  over- 
grown. There 
has  also  been 
a  good  deal  of 
evidence  to 
show      that 

secondarj'  haemorrhage  is  not  nearly  so  frequent  an 
occurrence  since  hypertonic  saline  has  been  displaced  by 
other  antiseptics.  This  is  not  at  all  surprising  when  it  is 
considered  that  rapid  cicatrization  is  the  best  safeguard 
against  this  complication. 

The  salt  pack  largely  used  at  Uouen  is  also  to  a  great 
extent  supplanted  by  the  employment  of  "  eusol  "  and 
"  Dakin's  fluid."  It  is,  however,  at  the  front  a  useful 
method  of  treatment  of  largo  open  wounds  in  patients 
who  are  in  transit  by  train.  It  does  not  need  to  be 
disturbed  for 
S'jveral  days,  and 
when  thei'e  aio 
large  numbers  of 
wounded  to  dress 
this  is  a  very 
great  advantage. 

B.i.r. 

The  mixture  of 
bisuuith  subuitrate, 
iodoform,  and 
p;iraflin,  rec  o  m  - 
mended  by  Pro- 
fessor Rutherford 
Moiison  for  sup- 
purating wounds 
(ii.I.P.),  has  also 
been  used  for  the 
past  few  months 
on  recent  wounds 
of  the  soft  tissues, 
and  also  in  cases 
of  fracture.  The 
results  have  been 
good,  and  encourage 
the  further  use  of 
this  remedy  at  the 
front.  The  fact 
that  the  wounds  do 
not    need   dressing 

for  several  days  gives  it  tlie  same  advantage  as  the  salt 
pack,  while  its  use  permits  of  an  early  closure  of  tlie 
wound,  and  this  is  an  additional  advantage. 

Shock,  and  thk  Comhtion  ok  Woundi-.d  JIkx. 
T'lie  condition   of   wounded  men    necessarily  ditlers   as 
wonnds   are   more   or   less   severe,    but   in   even    sliglitly 


Fig.  3.— Advanced  dressing  station  of  Held  ambulance. 


wounded  men  there  may  have  been  much  bleeding,  ex- 
posure to  cold,  want  of  sleep,  or  want  of  food.  If  to  these 
are  added  severe  pain  and  the  exhaustion  due  to  a, 
hazardous  journey  over  broken  roads,  it  is  easy  to  appre- 
ciate that  very 
many  patients 
arrive  in  a 
state  border- 
ing on  col- 
lapse. Expe- 
rience has 
shown,  as  a, 
result  of  know^- 
ledge  of  these 
conditions, 
that  it  is  not 
possible  to 
estimate  accu- 
rately the  real 
c  o  n  d  i  t  ion  of 
the  p  a  ti  e  n  t 
until  he  has 
been  rested 
and  warmed, 
and  has  taken 
food;  and 
especially  in 
winter  time 
the  most  im- 
port a  n  t  of 
these  remedial 
measures  is 
undoubtedly 
warmth.  This 
may  be  ap- 
plied by  warm 
b  1  a  n  k  e  t  s 
after  the  removal  of  wet  clothes,  or  by  hot  bottles.  But  in 
more  severe  cases  we  employ  a  "  light  bath  "  of  electric 
lamps  beneath  a  cradle,  or  else  a  "  hot-air  bath  "  extem- 
porized by  leading  under  the  bedclothes  a  pipe  con- 
nected with  a  primus  stove.  Hot  liquid  food  is  good  if 
the  patient  can  take  it,  but  he  is  often  nauseated  or 
actually  sick  in  the  worst  cases  of  shock,  and  then  small 
enemata  with  brandy  are  very  useful.  Warmth  and  rest  are, 
however,  of  more  importance  than  nourisliment,  and  if  the 
patient  goes  to  sleep,  as  he  very  often  does,  it  is  best  to 

leave  him  undis- 
turbed for  some 
time. 

Primary  Amputa- 
tions. 
Unless  a  man  is 
bleeding  it  is  usual 
to  treat  hini  as  has 
just  been  described 
before  anj-  opera- 
tion is  performed, 
but  it  is  often 
necessary  to  po.st- 
poue  amputation 
for  as  long  as  a 
day,  or  even  two 
days,  if  the  removal 
of  the  limb  is  to  be 
done  at  the  thigh, 
ilany  men  will 
survive  if  thej'  arc 
allowed  sufficient 
time  to  got  com- 
pletely over  the 
shook  of  the  injury 
and  its  attendant 
conditions,  who 
would  certainly  die 
if  subjected  to 
immediate  opera- 
tion, and  the  more  experienced  tlio  surgeon  the  less  is 
he  likely  to  hurry  on  a  severe  jirinuiry  amputation. 

It  is.  of  course,  evident  that  delay  in  removing  a  badly 
smashed  limb  may  result  in  (hmgeious  sepsis,  and  there  is 
no  doubt  th.at  the  threat  of  gas  gangrene  may  necessitate 
operation  earlier  than  might  be  wished.  Much  must  there- 
fore of  necessity  be  left  to  the  discretion  of  the  surgeon  in 


BRITISH    SURGERY    AT    THE    FRONT. 


35 


each  case,  and,  as  it  is  only  after  a  considerable  experience 
at  the  front  that  really  sound  opinions  can  be  formed,  it  is 
very  necessary  that  those  who  have  not  had  this  experience 
should  seek  the  advice  of  those  who  have  before  a  decision 
is  come  to  in  a  doubtful  case. 

Other  questions  concerning  the  treatment  of  shock  and 
the  use  of  saline 
infusions  are  dealt 
with  in  Captain 
Marshall's  com- 
munication on 
anaesthetics  at  the 
front. 

When  the  con- 
dition of  the  limb 
and  of  the  patient 
permit,  a  primary 
amputation  should 
be  performed  by 
one  of  the  recognized 
methods  practised 
in  the  usual  circum- 
stances of  civilian 
surgery,  suitable 
flaps  being  provided. 
It  is,  however,  never 
right  to  neglect 
drainage  of  the 
stump,  and  this 
should  always  be 
secured  by  the  use 
of  a  large  drainage 
tube,  at  any  rate  for 
a  period  sufficient 
to  ensure  that  no 
serious  sepsis  exists. 

The  seat  of  amputation  has  been  much  discussed,  but  in 
our  experience  the  best  general  rule  is  that  as  much  of  the 
limb  as  possible  should  be  saved,  quite  regardless  of  the 
typical  "  seat  of  election  "  as  prescribed  in  former  years; 
primary  amputations  through  joints  are,  however,  as  a  rule 
to  be  avoided. 

Departure  from  these  ideals  may  be  necessary,  either 
because  of  the  condition  of  the  patient  himself  or  of  liis 
limb. 

If  the  patient  is  desperately  ill  from  the  corabmed 
effects  of  loss  of 
blood  and  other 
complications  his 
condition  may  be 
such  that  the  addi- 
tional shock  of  a 
high  amputation 
may  be  quickly  and 
inevitably  fatal. 
In  a  pulseless 
patient  who  has  a 
numbed  and  still 
oozing  limb  the  best 
thing  is  to  remove 
it  as  quickly  as 
possible  by  cutting 
through  the  soft 
tissues  at  the  site 
of  fracture,  sub- 
sequently clipping 
away  torn  and 
ragged  tissues  and 
tying  the  main 
vessels. 

Not  more  than 
ten  minutes  need  be 
spent  on  such  an 
operation,  and,  if  it 
is  conducted  under 
the  influence  of  gas 

and  oxygen  anaesthesia,  many  appai-ently  hopeless  cases 
can  be  saved,  for  there  is  very  much  less  shock  than 
would  be  entailed  by  either  a  longer  operation  or  by  the 
cutting  though  healthy  and  sensitive  skin  and  nmscle 
higher  up  the  limb.  In  such  a  case  the  making  of  a 
suitable  stump  must  be  left  to  a  future  time. 

In  another  class  of  case  the  leg  or  the  forearm  may  be 
smashed  beyond  recovery,  while  the  thigh  or  the  upper 


Fig.  5. — A  wheeled  stretcher. 


arm  is  the  seat  of  other  severe  wounds  complicated  by  the 
presence  of  mud,  of  portions  of  shell,  or  of  clothing.  It  is 
quite  unwise  in  such  a  case  to  amputate  high  up  tlie  limb, 
and  it  is  best  to  perform  a  "  flush  amputation  "  close  above 
the  fracture,  and  again  leave  to  the  future  the  formation 
of   a  useful   stump  at  a  time   when  the  damaged   tissues 

have  recovered.  If 
this  is  not  done,  not 
only  is  the  patient 
exposed  to  more 
severe  shock  by  a 
high  amputation, 
but  his  stump  may 
slough  and  a  yet 
higher  up  removal 
may  bo  necessary  if 
he  ultimately  does 
survive. 

Wound  Infections. 
It  is  well  known 
that  in  France 
wounds  are  liable -to 
be  very  heavily  in- 
fected by  numerous 
pathogenic  organ- 
isn)s,  and  inquiry 
from  surgeons  who 
have  had  experience 
in  other  theatres  of 
warfare  enables  us 
to  say  that,  espe- 
cially in  Egypt  and 
in  tiie  Dardanelles, 
the  gas  gangrene 
and  tetanus  infec- 
tions were  notably  much  less  common  than  they  are  in 
France. 

While  no  time  of  year  or  condition  of  weather  brings 
immunity,  it  is  very  evident  that  wet  weather  and  mud  arc 
far  more  dangerous  than  sunmier  weather  and  dust ;  and 
this  danger  is  u.uch  increased  when  patients  are  wounded 
in  very  cold  weather  and  are  thoroughly  chilled  before 
they  can  be  brought  in.  Most  surgeons  are  also  agreed, 
that  the  coldness  and  lowering  of  vitality  caused  by 
severe  haemorrhage  have  a  similar   predisposing  effect  on 

microbic  infection, 
and  it  will  be  found 
that  wounded  men 
are  attacked  by 
tetanus  and  gas  gan- 
grene in  proportion 
as  the  various  condi- 
tions exist  which 
are  inimical  to  tlie 
human  organism. 
It  has  also  been 
noted  that  gas  gan- 
grene has  often 
affected  wounds  in 
patients  who  have 
subseijuently  de- 
veloped tetanus  also. 


G.\S  G.\XGKE\E. 
This  disease  ap- 
peared very  early  in 
the  war  and  was  a 
very  unpleasant  sur- 
prise to  the  sur- 
i^eons.  It  had  not 
been  described  as  a 
usual  com[)Iication  of 
gunshot  wounds,  and 
though  seen  occa- 
sionally in  civil  life,  so  that  its  etiology  was  known  to  a  certain 
extent,  it  was  sufficiently  unfarailiar  to  render  an  accumu- 
lation of  experience  necessary  for  its  proper  treatment. 

Two  clinical  types  of  the  disease  were  recognized  early 
and  were  named  "gaseous  celluHtis"  and  "massive  gas 
gangrene."  The  former  term  was  applied  to  the  milder 
cases  in  which  the  cellular  tissue  round  the  wound  was 
considered  to  bo  the  primary  seat  of  the  disease ;  the  latter 
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term  to  tliose  cases  in  which  tlie  whole  limb  was  rapidly 
affected  and  died.  The  milder  type  of  the  disease  was 
treated  by  incisions  and  drainage,  the  severer  type  by 
€i,niputation. 

From  a  clinical  point  of  view  it  was  found  that  the  condi- 
tions that  favoured 
the  onset  of  the 
•disease  were :  («) 
The  retention  of 
>oxtravasated  blood 
and  wound  secre- 
tions, {b)  interfer- 
ence with  the  circu- 
lation, (c)  the  pre- 
sence of  lari^e 
masses  of  partially 
devitalized  or  dead 
tissue,  ((?)  extensive 
comminution  of  long 
bones,  (r)  the  pre- 
sence of  particles 
of  clothing  in  the 
depth  of  the  wound. 
Each  of  these  obser- 
vations was  quickly 
turned  to  account 
in  the  treatment  of 
cases  in  which  the 
disease  might  ap- 
pear. 

Retention  or 
Blood  and 
Secretions. 
The  avoidance  of 
the      retention 


of 


Fig.  7. — Overhead  railway  ambulance  trolley 

blood  and  secretions 

necessitated  the  employment  of  some  sort  of  dressing  that 
would  not  dry  and  cake  during  the  transit  of  the  patient 
to  the  casualty  clearing  station  and  from  there  to  the  base. 
Thus  the  dry  gauze  and  wool  dressing  was  abandoned  for 
one  that  would  keep  moist  and  favour  the  discharge 
of  blood  and  serum.  It  did  not  seem  to  matter  what 
chemical  was  used  so  long  as  the  dressing  remained 
moist. 

Interference  with  the  Circulation. 
Interference  with  the  circulation  was  brought  about  in 
several      ways. 


First  there  was 
the  tourniquet. 
Every  effort 
was  made  to 
dispense  with 
this  instrument, 
and  where  this 
was  not  possible 
the  patient  was 
taken  with  all 
celerity  to  the 
nearest  place 
where  the  hae- 
morrhage could 
be  stopped.  Cir- 
cular bandages 
were  found  also 
to  be  a  source 
of  trouble,  espe- 
cially when  the 
bandages  took 
the  form  of  a 
gauze  dressing 
wrapijed  round 
and  round  the 
limb,  which 
mode  of  appli- 
cation was  very 
tempting  in 
treating  mul- 
tiple wounds. 

In  simple  Hesh  wounds  it  was  easj'  to  arrange  that  the 
bandages  and  dressings  should  be  loosely  applied,  l)ut  in 
the  case  of  fracturoil  lower  .limbs  it  was  nettessary  to 
obtain  some  fixation  of  the  limb,  for  the  movement  of  the 
bones   was  not  only  jiaiiiful   to  the  patient,  but  (calculated 


to  produce  further  damage  to  the  soft  parts.  The  adop' 
tion  of  the  Thomas  splint  largely  solved  this  part  of  tli€ 
problem,  but  there  were  and  still  are  difficulties  in  the 
way  of  its  adoption  as  far  forward  as  is  desired.  Som« 
fractured    lower    limbs    are    still    sent    to    the    casualtj 

stations  with  the  olc 
Liiston  splint;  tin 
rapid  evacuation  ol 
all  wounded  thai 
now  pertains  has 
however,  lessened 
considerably  the  d is 
advantages  of  this 
splint. 

The  arrest  of  the 
blood  supply  to  a 
segment  of  a  liml 
by  the  rupture  01 
thrombosis  of  an  ar- 
tery has  so  far  bafflee 
the  surgeon.  At 
tempts  were  made 
by  suture  and  the 
employment  o) 
Tuffier's  tube  to  re 
store  the  circulation 
but,  so  far,  have  nol 
met  with  the  success 
that  was  hoped.  A\ 
that  can  be  done  is 
to  favour  the  col 
lateral  circulation  ir 
every  way. 

Devitalized 

Tissue. 
The  devitalizec 
tissue  that  formed  a  nidus  for  the  development  of  the  gaS' 
producing  organism  was  got  rid  of  by  excision  throngli 
the  opened  wound,  and  as  the  attention  paid  to  this 
mechanical  cleaning  of  the  wound  became  greater  so  did 
the  results  improve. 

Bacteriolo»v. 
While  surgeons  were  working  out  the  best  methods  ol 
treatment    the   bacteriologists   were   studying    organisms 
found  in  the  wounds,  which  were  nearly  all  infected  witi 

many    varieties 


Fig  8. — T\\{j  light  iail\va.\  amhulancc  trono>« 


creased. 

clinical 

occurriu' 


of  amoebic 
bacilli.  Manj 
bacteria  were 
found,  but  th< 
blame  could  nol 
be  definitely 
fixed  on  any  ont 
organism,  anc 
in  many  cases 
there  was  t 
mixed  infection 
The  Bacillus 
arrogeves  en/).?  it 
I  at  us  of  Welcl 
was  found  pre 
sent  in  th< 
greater  numbei 
of  cases.  The 
interesting  anc 
important  ob 
servation  was 
however,  made 
that  the  num 
hers  of  gas-pro 
ducing  organ 
isms  steadil} 
decreased  witl 
the  lapse  01 
time,  whilst  the 
pus  -  produciuf 
organisms  in 
This  bacteriological  fact  correspondicd  with  the 
observation  that  the  likelihood  of  gangrene 
became  steadily  less  as  the  wound  became 
older  and  suppuration  more  obvious. 

Our  knowledge  of  the  disease,  both  from  a  bacteriologica 


BRITISH    SURGERY    AT    THE    FRONT. 


37 


and  clinical  point  of  view,  remained  much  in  the  above 
condition    for  a   long  time.     The   following   points  were 
.  always  being  debated : 

r.  '         (a)  What  were  the  organisms  capable  of  producing 
the  disease? 

(6)  Could  any 
one  bacterium 
alone  cause  the 
gangrene '? 

(c)  If  not,  what 
mixture  might 
be  necessary  and 
what  part  did 
each  organism 
play  in  the 
clinical  picture? 

{d)  What  tissue 
was  primarily 
and  chiefly 
affected  ? 

(e)  How    did 

(the  disease  staj-t, 
and  what  was 
the  cause  of  the 
extraordinary 
rapidity  with 
I  which  the  con- 
F'        dition  spread  ? 

(/)  What  was 
,  the  reason  of  the 

t         return     of      the 
f         disease    after 

an   amputation   through   apparently  healthy  tissue? 

(g)  What  was  the  nature  of  the  poison  that  caused 
the  death  of  the  patient  ? 

It  cannot  be  said  that  a  complete  answer  to  any  of 
these  questions  has  been  found,  but  some  suggestive  work 
has  been  done.  For  answers  to  the  first  three  questions 
(a),  (b)  and  (c),  the  reader  is  referred  to  the  statement  by 
Captain  Herbert  Henry,  R.A.M.C.,  which  will  appear  later. 

In  answer  to  the  fourth  question  ((/),  Kenneth  Taylor,  a 
member  of  an  American  ambulauce  near  Paris,  stated  that 
he  believed  that  the 
disease  was  essen- 
tially a  disease  of 
the  muscles.  Some 
clinical  observers 
working  in  the 
British  army  have 
supported  this  view 
It  was  found  that 
gas  gangrene  sel 
dom  produced  seri- 
ous symptoms  un- 
less muscle  was  in- 
fected, and  that  the 
muscles  might  be 
killed  and  gaseous 
while  the  intermus- 
cular planes  re- 
mained littlealtered. 
It  was  also  pointed 
out  that  single  mus- 
cles and  muscle 
'groups  were  very 
apt  to  be  picked  out 
while  others  re- 
mained healthy.  It 
was  noticed  that 
invaded  muscles 
were  nearly  always 
muscles  that  had 
been  wounded.    The 

disease  would  spread  up  and  down  these,  but  showed  little 
disposition  to  pass  to  their  uninjured  fellows.  Advantage 
was  taken  of  these  facts  to  excise  those  muscles  alfected, 
and  thus  arrest  the  disease  without  recourse  to  amputation. 

It  was  further  recognized  that  crepitations  and  colour 
changes  in  the  skin  njight  be  comparatively  late  manifes- 
tations of  the  disease  and  that  death  of  the  muscles  might 


Fig.  9.— Light  railway  stretcher  carrying  four  vrounfled. 


take  place  before  these  signs  were  evident.  Vomiting,  a 
rapid  pulse,  and  a  tympanitic  condition  of  the  limb  came  to 
be  more  and  more  relied  on  as  symptoms  of  the  disease 
and  as  au  indication  for  immediate  interference.  It 
became  apparent  that  the  discoloration  of  the   skin  was 

due  to  arrest  of 
tlie  blood  supply, 
brought  about  by 
the  death  of  the 
underlying  muscles, 
and  that  crepitation 
was  largely  due  to 
a  forcing  out  of  the 
gas  generated  in  the 
muscles  into  the  in- 
termuscular planes 
and  subcutaneous 
tissue,  and  that  the 
crepitation  in  muscle 
was  really  a  very  late 
stage  in  the  process 
of  disintegration. 

Wh.en  gangrene 
occurs  in  a  segment 
of  a  limb  distal  to 
the  point  at  which 
the  main  vessel  has 
been  obstructed,  all 
tlie  muscles  are 
affected,  and  the 
process  appears  to 
bo  similar  to  that 
which  takes  place 
in  the  body  after 
death,  though  the 
organisms    gain   entrance  is 


the 


Fig.  10. — Outside  an  advanced  dressing  station 

as  sliown. 


actual   route   by  which 
undecided. 

As  muscle  became  infected  it  was  found  that  the  normal 
purple-brown  coloui-  altered  to  a  dirty  brick  red,  and  that 
this  change  took  place  before  the  muscle  became  crepitant 
to  the  finger.  Advantage  was  taken  of  this  observation 
to  distinguish  between  healthy  and  hoi^elessly  infected 
muscles. 

In  some  cases  the  connective  tissue  was  found  to 
be  the  seat  of  the  disease,  especially  the  retroperitoueal 
tissue  when  infiltrated  with  blood. 

Metastatic  infec- 
tions at  the  site  of 
saline  injection  were 
described  by  McNee, 
ilullally,  and  other 
observers.  This 
observation  is  im- 
portant, for  it  may 
explain  in  part  the 
return  of  the  disease 
after  amputation. 

(e)  When  all 
wounds  were  in- 
fected by  the  gas 
producing  organism, 
why  should  some 
pursue  a  normal 
course  and  others 
give  rise  to  gan- 
grene ?  If  it  is 
accepted  that  this 
disease  is  mainly 
one  of  muscle, 
some  measure  of 
explanation  is 
afforded.  The 
question  still  re- 
mains, Why  do  some 
muscle  wounds  lead 
to  gas  gangrene  and 
others  not  ? 
Most  observers  believed  that  the  organisms  could  only 
live  in  dead  muscle.  In  every  muscle  wound  there  is  dead 
muscle ;  but  if  the  diseased  condition  should  spread,  the 
organism,  on  tlie  assumption  that  the  bacillus  could  only 
live  in  dead  muscle,  must  bo  able  to  kill  the  muscle.  How 
did  it  do  this? 

D'Este    Emerv,   who    had    been    impressed    with    the 


Each  of  such  is  marked  with  Hags 
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repeated  letui-u  of  tlie  disease  in  aiiipiitatiou  stumps  and 
its  rapid  spread,  in  a  most  siri-^ostivo  paper  showed  tliat 
the  ])oison  produced  by  the  I',  iii-roi/enes  cdpHiihitiif  had  a 
powerful  nej,'ativG  cliemiotaxic  iuttiience  on  the  leucocyte. 
Tlieso  experiments  performed  in  rilro  were  ill  strict  con- 
sonance with  the  histological  obsorvation  that  there  is  no 
leucocytosis  where  gas  gangrene  is  active,  and  that  the 
leucocytes  only 
appear  when  the 
disease  is  in  pro- 
cess of  arrest. 
D'Kste  pjuiery's 
observation  ap- 
peared rather  to  ex- 
plain the  non-arrest 
of  the  disease  than 
to  account  for  its 
rapid  spread. 

Taylor  thouglit 
that  there  might  b(! 
two  factors.  In  the 
first  place,  as  the 
toxin  produced  by 
the  organism  was 
found  to  be  little 
toxic,  lie  suggested 
that  the  toxin 
elaborated  by  the 
breaking  down  of 
the  muscle  might 
cause   the   death    of 

the  contiguous  nmscle  substance.  He  also  suggested  that 
the  presence  of  the  gas  generated  produced  disintegration 
of  the  muscle,  and  thus  made  it  a  pabulum  lor  the 
bacilli. 

McXee     and    Dunn    liave    offered    the    following     ex- 
Ijlanation : 

The  bacteria  which  are  responsible  for  the  causation  of 
gas  gangrene  lead  their  normal  existence  as  saprophytes  in 
decaying  organic  material.  When  these  organisms  obtain 
access  to  tissues  which  have  already  been  devitalized  by 
loss  of  blood,  they  lind  an  environment  entirely  suited  to 
their  growlh,  and  prolilerating  readilj-,  they  produce  gas 
and  liquefaction  of  the  tissues.  This  process  is  simply  the 
uncontested  invasion 
of  dead  material  by 
bacteria,  and  it  is 
entirely  similar  to 
what  may  occur  in 
the  wliole  body  after 
death.  The  problem 
which  has  presented 
greater  difficulties, 
and  which  possesses 
the  graver  interest, 
is  tlie  manner  of 
involvement  ofliving 
tissues  by  gas  gan- 
grene, the  causal 
organisms  are 
known  to  exhibit 
only  slight  general 
pathogenicity.  If 
pure  cultures  of  them 
are  injected  suh- 
cutaneously  into 
animals  the  effects 
may  be  suiprisingly 
slight  and  transient. 
Th(!  <ugani.sn]s  are 
most  f  rci|  U(.ii  1 1  V 
unable  to  rstablisii 
themselves  in  the 
healthy  undamaged 
tissu(!,  and  are  soon 
destroyed  by  phagocytic  action.  The  efl'ect,  however,  is 
considerably  greater  if  the  bacilli  are  iuject(Hl  into 
njusck,',  and  especially  if  some  damage  is  caused  at  the 
site  of  injection.  In  this  way  the  whole  picture  of  a 
spreading  gas  gangi'ene  has  been  produced  in  thi^  leg  of 
an  anim.al  by  inoculation  of  a  pure  culture  of  the  lldcillu.t 
a'rrii'jinin  cd/iKiilalux. 

The  men;  ))resence  of  tile  anai'robie  bacilli  in  tlu^  muscle 
d(jes    not    necessarily    entail    death    of    the   (ibres,   for  the 


Fk;.  11.— The  ventilating  shafts  of  an  advanced  dressing  station. 


organisms  have  often  been  recognized  in  sections,  and  have 
been  successfully  cultivated  from  portions  of  muscle  which 
were  remote  from  the  gangrenous  area  and  still  contractile. 
How,  then,  does  death  of  tlie  fibres  arise? 

The  rapid  spread  of  gas  gangrene  into  living  voluntary 
muscle  depends  mainly  on  the  peculiar  anatomical  con- 
formation of  that  tissue.      At  the  a<lvancing  edge  of  the 

gangrenous  process 
only  a  limited  num- 
ber of  muscular 
fibres  are  necrosed. 
The  dead  fibres,  in 
contrast  with  the 
normal  ones  around 
them,  are  separated 
ofl  from  their  vas- 
cular sheaths  by 
spaces  tilled  witli 
fl  u  i  d  .  As  the 
stripping  of  these 
sheaths  is  coincident 
in  extent  with  the 
histological  appear- 
ance of  coagulation 
in  the  fibres,  it 
is  suggested  that 
coagulation  is 
caused  by  a  toxic 
fluid  permeating  and 
filling  the  sheaths. 
At  this  stage 
organisms  are  not  more  numerous  than  may  be  found  in 
living  muscle  higher  up.  The  toxic  material  is  presumably 
derived  from  the  action  of  organisms  on  the  tissues  lower 
down.  In  a  slightly  more  advanced  stage  the  above 
alteration  is  found  to  extend  to  all  their  fibres  and  their 
sheaths,  and  bacilli  are  met  with  in  greater  numbers. 
Later  still  the  whole  of  the  tissue  elements  are  invaded 
by  the  bacilli,  and  undergo  extensive  distortion  and 
disintegration. 

The  above  outline  suggests  a  process  which,  once 
started,  may  maintain  itself  indefinitely,  for  the  pro- 
gressive death  of  the  muscle  permits  further  luxuriant 
growth   of   the   organisms   and  extension  of   their   lethal 

effects.  The  sugar 
content  of  muscle 
is  favourable  to  the 
growth  of  the 
anaerobes,  and  the 
result  is  the  produc- 
tion of  a  highly 
toxic  fluid.  T  he 
primary  infection  no 
doubt  occurs  in  the 
wound  in  lacerated 
ends  of  fibres  which 
are  healthy  in  the 
rest  of  their  length, 
and  the  establish- 
ment of  a  gangrenous 
jH'ocess  is  permitted 
by  tliis  continuity 
of  structure. 


Kkcurhknck  aftkr 

AmI'UT.\TI0N. 

if)  In  discussing 
the  question  why  the 
disease  sometimes 
recurs  in  <an  ampu- 
tation stump  when 
tlie  operation  has 
been  done  through 
apparently      normal 

muscle,    it   seems  necessary  to  distinguish    between   two 

types  of  amputation  : 

1.  An   amputation   through    the    upper    healthy   part 

of    muscles,    the    lower    portions    of    which    are 
gangrenous. 

2.  An  amputation  through  muscles  which  are  normal 

throughout   their   length,    as    in    removal   of   the 
thigh  for  gangrene  of  the  leg. 


the  patients  are  rjeeivoti. 
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McNee  and  Dunn  have  shown  that  the  B.  a'erogenes 
ca2)8iUaius  is  found  in  healthy  contractile  muscle  far 
beyond  the  gangrenous  edge.  As  the  only  clinical  test  we 
have  of  healthy  muscle  is  its  normal  colour  and  its 
contractility,  it  may  happen  that  an  amputation  through 
fiuoh  muscle  niay 
still  leave  numbers 
of  bacteria  in  the 
stump. 

This  explanation 
does  not  seem  suffi- 
cient. The  fact  that 
metastatic  infec- 
tions appear  from 
time- to  time  shows 
that  bacilli  may  be 
floating  in  the  blood. 
Should  this  happen 
in  a  case  submitted 
to  amputation  it  is 
possible  to  conceive 
that  they  may  find 
a  resting  place  in 
the  muscle  damaged 
by  the  amputation 
and  thus  start  the 
disease  afresh. 

ig)  At  present  the 
nature  of  the  poison 
and  its  mode  of 
action  are  unknown. 

Treatment. 
Tlie  treatment  in 
vogue    at    the   pre- 
sent  moment,  and  based  on  the  above  observations,  may 
be  summarized  as  follows : 

Preventive. 
The  wounds  are  opened    up    and  all  dead    tissue  and 
foreign  bodies  removed   and   adequate  drainage  provided. 
The  circulation  is  encouraged  in  every  possible  way. 

When  the  Disease  is  Estahlished. 

(a)  When  gangrene  appears   in  a  segment   of   a    limb 
where  the  main  blood  supply  has  been  interrupted  higher 
up   the    only   treat- 
ment is  amputation. 

(6)  When  the  gan- 
grene appears  in  the 
muscles  or  muscle 
groups  actually 
wounded.  Here  the 
treatment  nmst  de- 
pend on  the  condi- 
tion of  the  patient. 
If  this  is  good  the 
wounds  are  freely 
opened  and  the 
affected  muscles  or 
muscle  groups  re- 
moved. The  test 
employed  to  distin- 
guish dead  from 
healthy  muscle 
is  the  want  of 
contractility  or  the 
presence  of  the 
brick-red  colour. 

Even  with  the 
gangrene  localized 
to  certain  muscles 
amputation  is  the 
safest  course  if  the 
general  condition  is 
bad,  and  it  is  seldom  possible 
bone  is  broken. 


Flu.  13.— Interior  of  an  advanced  dressinj;  station  :    OperatiDi;   theati'e. 


Fig.  14.— OperaLiny  tlleatre  at  a  ciihualty  cluariug  staLio 


to  save  such  a  limb   if  the 


success,  as  in  the  Spanish-.4merican  war,  and  partly  to 
the  fact  that  many  military  surgeons  wore  opposed  to 
e.xtensive  operating  anywhere  near  the  firing  line;  as 
abdominal  surgery,  to  be  successful,  must  be  done  at  once, 
it  is  obvious  that  it  could  not   be  undertaken  with  success 

where  all  operations 
had  to  be  postponed 
to  a  late  period. 
Although  the  expec- 
tant treatment  was 
the  orthodox  one 
when  the  South 
African  war  broke 
out,  many  surgeons 
at  that  time  hoped 
to  prove  that  it  was 
wrong.  Surgeon- 
General  W .  F . 
Stevenson  even 
issued  an  appeal  for 
the  trial  of  opera- 
tion. The  result  was, 
however,only  to  con- 
firm former  opinion, 
though  this  oi^inion 
was  now  held  on 
two  somewhat 
different  grounds. 
One  school  held 
that  the  expectant 
treatment  was  in  it- 
self the  right  proce- 
dure, the  other  that 
it  was  the  best  that 
could  be  done  in  war. 
Some  believed  that  wounded  intestine  healed  sufficiently 
often  to  warrant  abstention,  others  believed  that  small  gut 
lesions  were  practically  always  fatal,  and  that  the  success 
obtained  by  the  "  wait  and  see  "  policy  was  due  to  the 
escape  of  the  bowel  from  injury,  although  the  belly  had 
been  penetrated.  The  opinion  that  it  is  possible  for  the 
small  gut  area  to  bo  traversed  by  a  rifle  bullet  without 
injury  has  been  proved  to  be  correct  in  this  war.  A  study 
of  the  literature  of  the  South  African  war,  both  private 
and  official,  makes  the  real  reason  for  want  of  success  in 
operating  at  once  obvious — the  cases  arrived  too  late.  It 
was  not  so  much  a  question  of  the  success  of  the  expectant 

treatment  as  failure 
of  the  operative,  and 
the  two  strikingly 
successful  cases  of 
resection  of  small 
gut  (Neale  and  Tuke) 
were  operated  on 
within  six  and 
twelve  hours  of 
injury  respectively. 
The  reason  for 
the  late  operation 
was  the  nature  of 
fighting  in  an  un- 
settled country  of 
great  distances.  The 
wounded  could  not 
be  quickly  brought 
to  a  hospital  with 
the  necessary  appli- 
ances. To  operate 
iu  the  veld  with 
what  appliances 
were  at  hand  was 
too  disheartening. 
It  was  impossible  to 
get  even  moderately 
good  conditions. 
There  was  little  or 
was  often  too  filthy  for 
addition,   tliere  was   the 


ABDOMINAL   WOUNDS. 

Surgical  Opinion  when  the  War  Started. 

For  many  years   it  had   been    held  that  the   operative 

treatment  of   abdominal  wounds  was  not  to   be   advised 

under  war  conditions.     This  was  partly  due  to  want  of 


no  water,  and  what  there  was 
words — the  water  of  dams.  In 
plague  of  flies  that   settled   on  everything. 

The  conditions  wore  utterly  dill'erent  from  those  that 
pertain  at  the  present  time.  This  is  the  first  time  siuce  the 
rise  of  abdominal  surgery  that  a  groat  campaign  has  been 
fought  iu  a  settled  country,  and,  what  is  more  important 
still,  with  a  fixed  fighting  line. 
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Tlie  small  number  of  cases  tlcalt  with  in  the  South 
Afi-ican  campaign  was  also  a  source  of  error,  for  in  order 
to  form  an  adequate  idea  of  the  ctlicacy  of  any  treatiucut 
it  is  necessary  to  strike  an  average  over  a  large  series  of 
cases. 

The  statistics  of  the  South  African  campaign  are  very  . 
defective.  Surgeon-deueral  Stevenson  in  the  official 
history  of  the  war  was  only  able  to  collect  207  cases  of 
abdominal  wounds.  Among  them  it  is  stated  that  there 
were  26  laparotomies  with  18  deaths,  a  mortality  of  69.2 
per  cent.,  and  according  to  Stevenson  the  mortality  was 
really  even  worse.  The  total  death-rate  of  all  abdominal 
wounds  (luoted — operated  and  uuoperated — is  given  as 
30.4  per  cent. 

In  the  same  author's  most  recent  work,  ]Voiin<ls  in  War 
(1910),  the  mortalitj'  is  shown  as  51.6  per  cent,  for  laparo- 
tomies, the  total  of  cases  remaining  the  same — namely, 
207.  In  any  case  the  figures  are  really  too  small  to  have 
any  real  value. 

In  this  present  war  one  of  the  difficulties  of  establish- 
ing the  operative  treatment  was  the  run  of  bad  luck 
which  any  oi)erator  might  have  to  face.  Kven  now,  with 
conditions  as  nearly  ideal  as  possible,  a  series  of  nine 
consecutive  fatal  cases  may  be  met  with.  This  must  have 
a  very  dejiressing  effect  on  any  surgeon,  especially  on  one 
who  is  not  yet  convinced  that  the  operative  treatment  is 
in  the  main  the  best  of  all.  Now  nine  abdominal  cases 
njeans  roughly  about  600  wounded  men,  taking  a  moderate 
estimate  of  tlie  pro[)ortion  of  abdominal  wounds  to  total 
wounds. 

As  a  matter  of  fact,  in  the  South  African  campaign  a 
casualty  list  of  600  wounded  was  considered  a  large  one, 
and  if  an  operator  happened  to  encounter  such  a  series  of 
fatalities,  it  is  not  a  matter  of  surpris(!  that  lie  should 
liave  had  doubts  as  to  the  correctness  of  his  procedure. 

Statistics  in  the  present  campaign  show  tliat  an  opera- 
tive mortality  of  50  ])er  cent,  is  a  good  result,  but  sucli  a 
mortality  in  civil  practice  would  bo  considered  an  awful 
death-rate  to  face.  And  yet  it  means,  looking  on  the 
bright  side,  many  lives  saved. 

The  South  African  campaign  may,  then,  be  said  to  have 
left  surgical  opinion  opposed  to  operation,  but  it  must 
always  be  remembered  that  not  only  were  there  practically 
no  shell  wounds  in  that  campaign,  but  also  tliat  the 
ogival  bullet  was  a  mucli  less  harmful  missile  tlian  the 
sharp-pointed  bullets  of  the  present  war. 
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Method  of  Tkkatment  in  the  E.^kliei:  Period 
OF  THE  War. 

In  the  retreat  from  Mous  and  on  the  Aisne  adecjuate  / 
provision  for  the  performance  of  abdominal  operations 
near  the  front  was  well-nigh  an  impossibility,  and  all  that 
could  be  done  was  to  send  the  wounded  to  the  base  with 
the  least  possible  discomfort  to  them.  When,  in  the 
ensuing  winter,  the  line  became  fixed  the  circumstances 
were  very  liil'ferent,  and  there  soon  developed  a  possibility 
of  operating  under  good  conditions.  It  was  no  longer  a 
question  of  whether  a  man  could  be  ojjerated  upon,  but 
whether  he  should  be  operat(Ml  upon.  Still,  however,  a 
good  deal  of  the  old  belief  in  the  efficacy  of  the  expectant 
treatment  obtained  for  some  time  longer.  A  man  wounded 
in  the  abdomen  was  sometimes  kept  in  a  dugout  in  the 
trench  system ;  often  he  was  kept  at  a  field  ambulance, 
usually  he  was  transferred  to  the  casualty  clearing  station 
and  there  treated. 

The  customary  mode  of  procedure  was  to  put  the  man 
in  the  Kowler  iiositioii,  to  improve  the  general  condition  by 
rest  and  warmtli,  to  withhold  food  and  water  for  three 
days  and  to  adniinist(!r  morphine.  The  thirst,  which  was 
a  distressing  symptom  of  this  treatment,  was  combated  to 
a  certain  degree  by  rectal  salines  and  mouth  washes. 

A  tribute  must  here  be  paid  to  the  great  care  and  atten- 
tion which  the  medical  officers  lavished  on  the  patients. 
Certain  ofiicers  were  told  off  day  and  night  to  attend  to 
them  and  (!V('rything  jHissible  was  done  to  allcviati^  their 
suffering  and  to  make  them  as  comfortable  as  possible  and 
to  cheer  them  up.  If  anything  could  hav(^  got  these  men 
well  the  attention  that  tliey  rc^ceived  would  havt!  done  so, 
and  it  must  be  rememberiMl  that  the  medical  officers  who 
conducted  the  treatment  were  convinced  of  its  efficacy. 

This  bi^lief  was  strengthened  by  tlu^  behaviour  of  many 
of  the  patients,  for  some  who  were  at  lirst  gravely  ill,  went 
through  a  period  of  improvement  which  often  was  very 
striking.     It  was  in    a   way   uiitortuiiate,   but   there  is  no 


doubt  that  improvement  did  take  ))lace,  and  so  well  were 
many  of  them  that  after  several  days  they  were  evacuated 
to  the  base  and  arrived  there  sometimes  in  fair  condition, 
although  more  often  gravely  ill.  I5ut  the  surgeons  who 
had  seen  the  cases  leave  the  casualty  clearing  stations 
apparently  on  the  way  to  recovery  could  not  at  first  bring 
themselves  to  believe  that  they  did  badly  at  the  base,  and 
if  evacuation  had  not  been  necessary  and  it  had  been 
possible  to  keep  patients  at  the  casualty  clearing  stations 
the  expectant  treatment  would  not  have  survived  as  long 
as  it  did,  for  medical  officers  would  !iave  seen  many  such 
cases  become  worse  and  worse,  and  in  the  end — die. 

Commencement  of  the  Operative  Treatment. 

Although  rest  treatment  was  tiie  rule,  some  attempts  at> 
operation  had  been  made  as  early  as  November,  1914;  but 
it  was  only  when  the  more  complete  development  of  the 
casualty  clearing  stations  provided  satisfactory  conditions 
that  surgeons  felt  that  their  opportunity  for  operating  had 
arrived,  and  during  the  winter  of  1914-15  operations  were 
done  by  several  medical  officers.  But  the  early  results  were 
undeniably  bad— so  bad  that  most  people  abandoned  the 
attempt,  and  the  reasons  for  failure  were  no  doubt  both 
the  late  arrival  of  the  patients  at  a  place  where  an  opera- 
tion could  be  performed  and  the  want  of  knowledge  which 
later  on  was  acquired  by  experience  alone,  for  there  was 
no  literature  which  dealt  with  such  injuries  as  the  surgeons 
were  now  called  on  to  treat,  and  each  man  had  to  learn  the 
best  methods  for  himself. 

Owen  Richards  was  the  first  to  publish  results  of  opera- 
tive treatment  in  the  liritish  army.'  His  first  operation 
was  performed  on  January  28th,  1915,  and  the  first 
successful  operation,  that  of  a  resection  of  2J  ft.  of  the 
small  intestine,  was  performed  on  March  18th,  1915, 
thirty-six  hours  after  the  injury  was  received. 

in  ilay,  1915,  an  inquiry  into  the  causes  of  death  after 
abdominal  wounds  established  the  following  facts: 

1.  That  the  injuries  were  as  a  rule  of  such  a  nature 

that  recovery  must  be  a  very  rare   event. 

2.  That    haemorrhage    was   a    chief    cause    of   early 

death. 

3.  That  bullets  produced  very  extensive  injuries. 

It  had  always  been  granted  that  haemorrhage  was  the 
chief  cause  of  early  death,  but  the  advocates  of  expectant 
treatment  seem  to  have  focussed  their  attention  more  on 
the  danger  of  peritoneal  infection  and  the  po.ssibility  of 
its  localization  or  disappearance  than  on  the  possibility  of 
spontaneous  arrest  of  haemorrhage. 

The  discovery  that  bullets  produced  extensive  gut 
injuries  was  also  of  great  importance,  as  much  stress  had 
been  laid  on  the  smallness  of  the  lesions  produced  by  the 
modern  small  bore  bullet,  and  thi;  expectation  of  spon- 
taneous recovery  of  gut  lesions  had  been  based  on  the  quite 
erroneous  assumption  that  such  projectiles  were  compara- 
tively innocuous. 

The  re-establishment  of  the  fact  that  haemorrhage  was 
the  chief  cause  of  early  death  was  of  great  importance,  as 
it  showed  that  onh*  rapid  evacuation  afforded  any  hope  of 
combating  such  a  condition.  Arrangements  were  accord- 
ingly made  to  ensure  that  all  patients  suffering  from 
abdominal  wounds,  and  who  were  not  too  ill  for  transport, 
should  be  sent  by  special  motor  ambulances  to  the  clearing 
station  and  not  retained  in  the  field  ambulance.  -At  the 
same  time  meetings  of  the  medical  officers  of  field  am- 
bulances and  regiments  were  held  at  dirfcreiit  centres,  so 
that  it  could  be  (iemonstrated  to  tlieni  that  the  lesions  of 
the  hollow  viscera  were  much  mor<^  extensive  than  they 
had  believed,  and  that  in  such  conditions  early  operation 
gave  the  only  chance  of  recovery.  The  result  of  this 
(liffusion  of  more  accurate  knowledge  was  soon  seen  in  the 
much  earlier  arrival  of  patients,  and  the  greatest  praise  is 
due  to  all  those  wdio  combined  in  the  effort  to  rescue  the 
men  and  convey  them  to  the  rear  as  rapidly  as  possible. 
The  consequences  of  these  improvements  soon  became 
apparent  in  the  saving  of  many  lives,  and  the  operative 
treatment,  now  that  it  was  placed  under  favourable  con- 
ditions, very  soon  won  for  itself  the  confidence  of  the 
medical  service,  and  ijuickly  became  universally  adopted. 

Wlurc  to  Ojxiiifc. 
The   British  practice  has  been  to  operate  a  short  dis- 
tance behind   the  line,  and  the  wisdom   of  this  has  been 
demonstrated.     Here  it   is  possible  to  operate  under  good 
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conditions    and    to    nm-se    the    patient    among    cheerful 
surroundings  for  a  week  or  more  subsequently. 

The  casualty  clearing  stations  have,  as  a  rule,  been  used 
for  this  purpose.  If  for  some  local  reason  it  has  not  been 
possible  to  put  one  sufficiently  far  forward  at  any  one  part 
of  the  line,  a  small  operating  centre  has  been  opened  for 


DiAGBAH  1.— No.opeiation.    Died. 

the  reception  of  abdominal  and  other  urgent  cases.     The 
influence  of  time  is  shown  very  clearly  in  Table  I. 

Table  I.— Effect  of  tlie  Time  Elapsed  between  Receipt  of  the 

Wound  and  Arrival  at  the  Operating  Centre. 

Total  number  of  cases  591. 


Hours  : 

0-2:2^   4-6   6-8 

8-10 

10-12 

12-14 

14-16 

16-18 

18-20 

Over 
20 

To  base  ... 
Died 

3      30     75     55 
2    1  30     53     59 

34 
41 

19 
23 

7 
10 

4 
12 

11 

15 

4 
U 

27 

56 

Total  ... 

5    {  60   128  |114 

75 

42 

17 

16 

26 

15 

83 

A  very  significant  fact  comes  out  from  a  study  of  the  next 
table  (II) — namely,  that  of  145  patients  with  a  pulse  above 
120  only  16  recovered. 

T.\BLE  II. — Prognosis  from  Pulse-rate. 
Total  number  of  cases  577. 


Pulse  up  to: 

60 

70 

80 

90 

100 
108 

110 
27 

120 
37 

130 
7 

Over 

130 

To  base 

1 

7 

23 

30 

9 

Died      

1 

2 

13 

18 

39 

38 

88 

37 

92 

Total 

2 

9 

36 

48 

147 

65 

125 

44 

101 

Table  III  shows  that  bullet  wounds  are  highly  fatal. 
Table  III. — Relative  Mortality  of  the  Different  Projectiles. 
Total  number  of  cases  629. 


Bullet. 

Fragment.  '    ^brapnel. 

Bomb. 

To  base 

Died        

91 
106 

105                       15 
154                       40 

60 

58 

Total 

197 

259                       55 

118 

Table  IV .—Relative  Number  of  Different  Projectiles  and 

Proportion  Retained. 

Total  number  of  cases  834. 


Bullets. 


Shell 
Fragments. 


Passed  out 
Retained   .., 


Total   ... 


203 
131 


334 


30 

254 


Shrapnel.        Bombs. 


15 
57 


6 
128 


284 


The  Most-Dangerous  Wounds. 
The  chart  (Diagram  1)  shows  the  entrance  wound  or  the 
course  of  the  projectile  in  cases  that  arrived  too  bad  for 
operation. 

Possibility  of  Escape  of  Hollow  Organs  after  Penetration 
of  the  Abdomen. 

Diagram  2  shows  the  coutse  of  the  projectile  or  its  place 
of  entrance  in  those  cases  in  which  coeliotomy  proved  that 
no  hollow  alimentary  viscus  had  been  penetrated.  In  some 
such  cases  many  organs  were  bruised. 

A  certain  number  of  cases  of  rupture  of  a  hollow  viscus 
without  abdominal  penetration  have  occurred,  and  have 
made  it  advisable  to  explore  the  intestine  in  some 
instances  even  when  the  whole  thickness  of  the  abdominal 
wall  was  not  penetrated  by  the  missile,  but  where  the 
symptoms  have  pointed  to  the  probability  of  a  lesion  of 
one  of  the  hollow  viscera. 


Diagram  2.— Coeliotojiij-.    No  wound  of  any  hollow  viscus. 

General  Line  of  Treatment. 

The  practice  is  now  to  operate  on  all  cases  unless  there 
is  some  reason  to  the  contrary,  and  to  operate  on  principle 
rather  than  on  the  indications  by  symptoms. 

The  cases  on  which  operation  has  been  found,  as  a 
general  rule,  to  be  inadvisable  may  be  divided  into  two 
classes — (1)  those  in  which  solid  organs  alone  are  wounded 
and  in  which  there  are  no  signs  of  continuing  haemor- 
rhage, and  (2)  cases  arriving  after  thirty-six  hours. 

The  liver  furnishes  by  far  the  greater  number  of  cases 
in  Class  (1).  This  organ  is  the  only  solid  organ  in  which 
it  is  possible  to  say  from  inspection  that  no  other  organ  is 
wounded.  In  the  other  solid  organs,  such  as  the  kidney 
and  spleen,  the  likelihood  of  hollow  visceral  injury  nearly 
always  compels  exploration.  Were  it  not  for  this  con- 
tingency, the  solid  organs  would  require  little  operative 
attention. 

In  Class  (2)  the  time  for  successful  interference  in  the 
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case  of  liollow  viscera  has  as  a  rule  gone  by,  and  the 
bleeding,  from  whatever  source  it  came,  has  ceased 
spontaneously. 

Before  operation  a  period  of  rest  has  found  favour  with 
most  people.  This  period  is  used  to  combat  shock,  for 
which  purpose  heat  in  various  forms  has  proved  by  far  the 
most  efiicient  means. 

When  the  missile  is  retained  the  pos'tion  of  the  pro- 
jectile should  be  ascertained  by  an  a;-ray  picture,  as  its 
localization  will  influence  the  site  of  the  exploratory  in- 
cision. The  incision  should  as  a  rule  be  placed  by  the  side 
of  the  mid  line  and  be  of  ample  length.  A  transverse 
incision  is  much  favoured  by  some  for  exploring  wounds 
which  traverse  one  side  only  of  the  body. 

The  question  of  the  administration  of  saline  is  important. 
The  subcutaneous  injection  of  saline  has  found  favour  in 
the  past,  but  it  is  coming  to  be  recognized  that  very  little 
is  absorbed  in  a  shocked  man,  and  that  this  method  pre- 
sents no  advantages  over  its  administration  by  the  natural 
orifices.  If  these  are  not  available  the  intravenous  method 
should  be  used. 


Axioms  of  Operative  Procrdure. 

Celerity  is  of  great  importance.  The  body  heat  must  be 
preserved  in  every  way.  There  should  be  the  least  possible 
exposure  of  the  viscera,  aud  the  intestines  should  be  kept 
inside  the  abdomen  as  much  as  is  compatible  with  the 
necessary  manipulation.  The  least  possible  should  be 
done.  All  the  intestine  should  be  examined.  Suture  of 
the  intestine  should  always  be  preferred  to  resection 
unless  the  latter  is  inevitable,  or  saves  time,  and  experi- 
ence has  shown  that  a  single  continuous  suture,  applied 
so  as  to  invert  the  peritoneum,  is  quite  sufficient  and 
perfectly  secure.  Linen  thread  or  thin  silk  are  both  pre- 
ferable to  catgut,  and  care  is  required  not  to  draw  the 
stitches  too  tight.  If  resection  is  unavoidable,  end-to-end 
anastomosis  is  preferable  to  lateral  apposition  as  a  rule. 

Solid  organs  should  be  disturbed  as  little  as  possible, 
unless  vessels  have  been  opened.  Excision  of  spleen  and 
kidney  should  be  practised  with  great  reserve. 

Through-aud-through  wounds  of  the  liver  are  best  left 
alone,  but  if  the  x  rays  show  a  large  piece  of  shell  or  bomb 
in  an  accessible  position  it  should  be  removed,  for  if  left  it 
generally  causes  dangerous  sepsis  in  the  organ. 

Abdominal  drainage  is  most  probably  of  little  use  except 
in  local  lesions. 

,\rtificial  ani  in  the  colon  are  to  be  avoided  if  possible. 


Wounds  of  Special  Organs. 

Stomach. — Wounds  of  the  stomach,  though  less  severe 
than  those  of  the  small  and  large  intestine,  have  proved 
decidedly  more  dangerous  than  was  supposed.  The  fatal 
result  has  largely  been  caused  by  haemorrhage  and  shock 
and  by  complication  with  other  visceral  injury. 

Small  hitestine. — In  the  small  intestine  the  multiplicity 
of  the  lesions  and  haemorrhage  from  the  mesentery  have 
been  the  chief  causes  of  failure.  As  many  as  twenty 
lesions  have  been  met  with.  In  one  case  a  successful 
result  followed  a  resection  of  6  ft.  for  twenty  perforations 
(Captain  Owen  Richards).  In  another  case  fourteen 
lesions  were  sutured  and  followed  by  recovery  (Captain 
John  Fraser). 

Lnrije  Intestine. — The  large  intestine  wounds  have  been 
mostly  fatal  from  sepsis  of  the  retroperitoneal  tissue  in  the 
case  of  the  ascending  and  descending  colous  aud  from  com- 
plicated injuries  in  tlie  case  of  the  transverse  colon. 

liociuni. — The  rectum  proper  has  not  been  wounded  so 
often  as  would  be  expected,  but  has  a  high  mortality. 

Liner. — The  liver  shows  a  large  proportion  of  recovery 
after  operation,  but  many  patients  would  have  got  well 
without  operation. 

Sple'jn. — The  spleen  injuries  have  not  been  very 
dangerous  except  where  the  lesions  have  necessitated 
excision,  and  the  same  may  be  said  of  the  kidney. 

Bladder. — Intraperitoneal  wounds  of  the  bladder  show 
a  mortality  of  56  per  cent,  where  uncomplicated,  but  those 
associated  with  small  gut  injury  have  proved  exceedingly 
dangerous. 

Causes  of  Faibire. 
Haemorrhage,   sepsis,   and    shock   have  been    the  chief 
causes  of  death. 

Haeniorrhofje  has  come  from  every  vessel  in  the  abdomen 


except  the  aorta.  Principally  it  has  proceeded  from  the 
mesentery  and  the  pelvic  vessels.  On  two  occasions  a 
rent  in  the  vena  cava  has  been  closed — in  one  by  the 
application  of  forceps  (Captain  Taylor),  and  in  one  (by 
Captain  Sampson)  by  suture.  The  former  recovered.  In 
one  instance  the  vena  cava  was  ligated,  but  the  patient 
survived  only  ten  hours. 

Sepsis.— Under  this  head  are  included  peritonitis,  retro- 
peritoneal sepsis,  and  wound  infection.  It  is  unnecessary  to 
say  much  about  peritonitis.  It  causes  death  in  the  same 
way  as  seen  in  civil  practice.  Many  attempts  have  been 
made  to  combat  the  so-called  obstructive  symptoms  by 
enterostomies  and  short  circuits,  but  with  little  if  any 
success.  It  must  be  mentioned  here  that  a  certain 
amount  of  evidence  has  accumulated  showing  that  some 
obstructive  cases  have  as  their  basis  a  nervous  traumatic 
paralysis.  Retroperitoneal  sepsis,  accompanied  or  not  by 
gas  formation,  has  proved  a  great  source  of  mortality. 
This  has  been  obvious  in  the  case  of  the  colon  injuries,  but 
a  recent  series  of  post-mortem  examinations  by  Captains 
McN'ee  and  Dunn  has  proved  that  such  sepsis  is  frequently 
the  cause  of  death  where  that  death  lias  clinically  been 
put  down  to  shock. 

Shock. — This  subject  is  dealt  with  in  another  place  by 
Captain  Geoffrey  Marshall,  but  a  word  may  be  added  here. 
It  is  very  difficult  to  trace  any  definite  relation  between 
the  amount  of  injury  and  the  amount  of  shock.  It  can 
only  be  said  that  multiple  injuries  produce,  as  a  rule, 
much  shock.  A  severe  intestinal  lesion  will  not  in  all 
cases  prevent  a  man  from  completing  the  task  on  which 
he  was  engaged  or  even  from  walking  one  or  two  miles, 
and  many  who  subsequently  die  arrive  at  the  hospitals 
in  good  condition.  The  pulse-rate  table  gives  some  in- 
dication of  the  patient's  condition.  Prolapse  of  the  small 
gut  seems  to  cause  less  disturbance  than  that  of  the  stomach 
and  colon.  Haemorrhage  is  by  far  the  most  frequent  canso 
of  death,  and  as  it  is  nearly  always  present,  it  is  difficult 
to  determine  how  much  shock  is  due  to  this  cause  and 
how  much  to  the  accompanying  injury.  There  is  a  certain 
auiount  of  evidence  to  show  that  comparatively  slight 
injuries  of  both  kidney  and  liver  will  cause  "  intense 
collapse,  but  such  cases  are  not  common.  Sepsis  of  the 
retroperitoneal  tissue  without  severe  injury  does  causp 
the  most  intense  shock. 


liesnUs. 
The  following  table  gives  the  results  obtained  by  the 
operative  treatment  in  a  certain  sector  of  the  British 
line  over  a  period  of  eighteen  months.  Practically  every 
case  that  got  to  hospital  is  included,  so  that  a  truf, 
picture  is  presented,  and  the  varying  results  produced 
by  locality  and  different  conditions  are  eliminated  as 
far  as  possible. 


T.\BLE  V. — Abdominal  Wound.':  operated  on  in  a 
Brilisk  Line  durinij  Lifiliteen  Month. 
Total  number  of  cases 
Arrived  moribund 

Total  mortality,  exckidiug  moriljuiul 
Total  mortality,  including  moribund 
Considered  witli  view  to  o|>eration 
No  operation  advised 
Total  operations  ... 
Total  operative  mortality... 
Total  hollow  viscera  mortality 

'Stoniacli  mortality 

*SniaII  gut  mortality 

'Colon  mortality 


Sector  0/  the 

1,288 
250 

50.06% 
60.02  % 

1.038 

73 

965 

53.9  "o 
64.7  ■■„ 

52.7  "„ 

65.8  ",, 
58.7  % 

UncoiupUcated  by  wound  of  otlifr  hollow  aliiiientar\  viscns. 

It  is  very  difficult  to  compare  the  present  mortality  with 
that  of  the  preoperative  period.  The  wdiole  method  of 
evacuation  has  completely  changed.  The  operative  treat 
ment  has  attracted  to  the  casualty  clearing  stations  all 
men  wounded  in  the  abdomen,  so  that  those  who  would 
have  died  in  dug  outs,  at  the  advanced  dressing  stations, 
and  at  the  field  ambulances,  now  reach  an  operative 
centre. 

Neglecting  the  more  forward  positions,  a  calculation 
made  in  the  preoperativedays  showed  that  the  mortality 
at  field  andjulances  aud  clearing  stations  was  70  per  cent. 
In  addition  there  were  thedeatlis  at  the  base,  which  raised 
the  mortality  to  about  80  per  cent. 

There  would  therefore  .seem  to  have  been  an  improve- 
ment of  from  15  to  20  per  cent. 
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WOUNDS  OF  THE  HEART. 

There  has  been  one  successful  suture  of  a  heart  wound. 
It  was  performed  by  Captain  Jolin  Eraser.  The  details 
are  as  follow :  A  bomb  fragment  entered  immediately 
internal  to  the  left  nipple.  There  was  a  persistent  and 
pulsing  escape  of  rather  dark  blood.  A  probe  passed 
upwards  and  towards  the  mid  line  evidenced  a  cardiac 
rhythm.  The  pulse  was  small  and  irregular;  the  patient 
distressed  and  cyanosed.  A  portion  of  the  fifth  rib  and  its 
cartilage  was  removed,  and  the  fourth  costal  cartilage 
detached  from  the  sternum.  The  pleura  and  fat  were 
retracted,  and  the  pericardium  incised.  The  latter  con- 
tained a  quantity  of  dark  blood.  A  small  hole,  the  size  of 
a  pea,  was  found  in  the  right  auricle.  By  a  suture  the 
auricle  was  pulled  up  into  the  wound  and  the  hole  closed 
by  two  linen  sutures.  The  progress  was  good,  and  the 
pulse,  which  had  been  120,  dropped  to  90  on  the  fourth 
day. 

The  patient  nine  months  later  reported  his  health  as 
excellent. 

WOUNDS  OF  BLOOD  VESSELS. 

It  may  in  the  first  place  be  noted  that  the  conception  of 
many  surgeons  of  the  size  of  the  lumen  and  of  the  thick- 
ness of  the  wall  of  arteries  in  general  has  undergone  a 
change  in  this  war,  and  it  has  often  been  remarked  by 
medical  officers  that  the  arteries  are  smaller  and  have 
slighter  walls  than  was  expected.  No  doubt  the  class  of 
subject  from  which  one  gained  an  idea  of  the  size  of  the 
normal  blood  vessels  is  so  different  from  the  class  met 
with  in  war  surgery  that  there  was  an  exaggerated  idea 
both  of  the  size  of  the  artery  and  of  the  thickness  of  its 
walls  in  healthy  young  adults. 

Surgeons,  knowing  that  they  would  have  to  deal  with 
healthy  arteries,  hoped  that  many  opportunities  would 
present  themselves  for  arterial  suture,  but  unfortunately 
the  opportunities  have  been  few,  and  the  injuries  have 
rarely  been  of  such  a  nature  as  to  offer  any  prospect  of 
success  or  even  of  trial  of  such  treatment.  Lateral  suture 
both  of  veins  and  arteries  has  been  done  in  a  fair  number 
of  cases,  and  in  two  instances  a  lateral  rent  in  the  vena 
cava  itself  has  been  closed,  although  the  only  successful 
case  was  one  in  which  the  sides  were  brought  together  by 
artery  forceps  and  not  by  suture.  The  opportunity  of 
endto-end  suture  of  arteries  has  rarely  offered  itself  at  the 
front,  and  as  far  as  the  writers  know  has  only  been  even 
temporarily  successful  in  one  case,  that  of  a  bullet  wound 
of  the  brachial  artery ;  and  tliis  vessel  gave  way  and 
formed  an  aneurysm  some  three  weeks  later.  In  a  few 
cases  the  femoral  artery  has  been  sutured,  but  in  no  case 
has  the  operation  saved  both  the  limb  and  the  patient. 

Although  so  far  the  results  have  been  disappointing, 
this  is  not  a  matter  for  surprise  if  the  condition  of  the 
wounded  vessels  is  examined.  The  class  of  case  in  which 
it  was  hoped  to  ti'y  this  method  at  the  front  was  that  of 
open  wounds  such  as  are  generally  caused  by  shell ;  but 
unfortunately  the  ends  of  the  artery  are  commonly  so  far 
apart  that  it  is  found  that  they  cannot  be  brought  iuto 
apposition  after  the  necessary  dissection  of  the  vessel  has 
been  done.  Even  in  the  popliteal  space,  where  some 
approximation  of  the  arterial  ends  can  be  obtained  by 
flexion  of  the  knee,  no  case  has  yet  occurred  in  Avhicli 
arteriorrhaphy  has  seemed  feasible,  while  small  wounds  of 
the  limbs  or  neck  with  an  arterial  haematoma  seem  hardly 
suitable  for  this  method  of  treatment. 

It  was  under  these  circumstances  that  "Tuffier's  tubes  " 
offered  some  hope  of  saving  limbs  from  gangrene  when 
arterial  suture  was  out  of  the  question.  They  have  been 
employed  at  the  front  on  many  occasions,  and  are,  it  is 
believed,  well  worth  trying,  as,  although  they  become 
blocked  within  about  twenty  four  hours,  they  have 
appeared  to  tide  a  limb  over  this  the  most  critical  period 
before  the  establishment  of  the  collateial  circulation.  In 
one  case  it  was  noticed  that  the  tube  itself  remained  un- 
blocked although  the  artery  below  became  obstructed  by 
clot,  and  it  may  be  that  this  distal  clotting  in  the  artery 
will  always  be  a  difficulty  in  practical  as  opposed  to  ex- 
perimental surgery.  It  must  be  remembered  that  in  actual 
practice  the  limb  below  the  lesion  has  been  deprived  of 
blood  for  some  time  before  the  opportunity  occurs  of 
inserting  a  tube  and  re-establishing  the  circulation,  and  it 
may  be  that  this  period  of  starvation  produces  changes  in 
the  vessel  walls  that  favour  clotting. 


There  is  another  observation  which  may  have  a  bearing 
on  this  subject.  In  civil  practice,  after  the  interruption 
of  the  main  blood  supply  of  a  limb  and  the  consequent 
occurrence  of  gangrene  in  its  lower  part,  one  looks  for  and 
sees  the  formation  of  a  definite  line  of  demarcation.  But 
in  the  present  campaign  it  has  been  found  that  after  the 
destruction  and  ligation  of  an  artery  this  line  of  demarca- 
tion fails  to  appear  in  the  majority  of  cases,  and  the  seat 
of  the  amputation  has  to  be  chosen  by  noting  the  place 
where  the  limb  becomes  cold  and  discoloured,  on  the  one 
hand,  and,  on  the  other,  where  the  cajjillary  circulation  is 
still  active,  as  shown  by  the  return  of  the  skin  blush  after 
pressure.  No  doubt  the  primary  loss  of  blood  has  some- 
thing to  do  with  the  frequency  of  gangrene  in  the  first 
place,  and  in  the  second  it  would  appear  that  the  nature 
of  the  injury  so  upsets  the  blood  supply  of  the  limb  that 
the  collateral  circulation  is  slow  in  being  re-established, 
and  that  sufficient  blood  does  not  reach  the  part  to  bring 
about  the  rapid  and  healthy  reaction  that  is  necessary  for 
the  formation  of  a  distinct  line  of  demarcation. 

It  is  a  fact  at  once  curious  and  important  that  the  arrest 
of  the  blood  current  at  a  point  that  is  considered  a  favour- 
able one  for  the  application  of  a  ligature  in  civil  practice 
is  often  followed  by  gangrene  when  that  arrest  is  caused 
by  a  gunshot  wound.  It  may  be  that  the  laceration  of 
muscle  that  so  often  accompauies  such  injury  is  the  cause 
to  a  certain  extent,  but  there  must  be  other  factors  at  work, 
as  gangrene  may  follow  even  a  small  perforating  wound. 
Wounds  of  certain  arteries  stand  out  as  especially  dangerous 
to  the  vitality  of  the  limb,  notably  those  of  the  popliteal 
and  the  anterior  and  posterior  tibials. 


IN.JURIES  OF  JOINTS. 

A  great  change  for  the  better  has  taken  place  in  the 
results  obtained  in  the  treatment  of  wounded  joints. 

Experience  was  chiefly  gained  on  the  knee-joint,  for  it 
is  the  joint  most  frequently  hit,  most  easy  of  inspection, 
and  its  infection  is  followed  by  disastrous  consequences 
more  often  than  in  the  ckse  of  other  articulations. 

In  the  early  days  two  lines  of  treatment  were  followed. 
The  small  perforating  wounds  were  left  alone  and  allowed 
to  heal,  the  progress  of  the  joint  being  tested  by  aspira- 
tions if  necessary.  The  larger  wounds  with  escape  of 
synovia  or  actual  laying  open  of  the  synovial  sac  were 
drained,  and  at  first  the  drains  were  often  introtluced  into 
the  joint  cavity.  The  results  of  this  treatment  were 
undeniably  bad,  and  all  sorts  of  heroic  measures  were 
adopted  for  the  arrest  of  the  septic  processes  which  ensued. 
But  continuous  irrigation  or  an  acute  flexion  of  a  widely 
opened  articulation  gave  equally  poor  results,  and  the 
patient  was  lucky  if  he  escaped  with  a  stiff  leg. 

The  first  improvement  was  the  abandonment  of  the 
intraarticular  drains.  The  next  was  the  excision  of  the 
wound,  the  removal  of  any  foreign  body,  the  flushing  of 
the  joint,  and  in  some  cases  the  closure  of  the  capsule  and 
the  insertion  of  a  superficial  drain.  Closure  was  especially 
advocated  by  Colonel  Gray  in  the  year  1915. 

The  next  step  was  perhaps  a  bold  one.  As  soon  as 
possible  after  the  receipt  of  the  injury — that  is,  in  the 
casualtj'  clearing  station — the  wound  was  excised,  the 
joint  opened,  cleaned,  and  irrigated,  and  then  the  whole 
wound  in  the  synovial  sac  and  the  suiierficial  tissues  was 
tightly  closed.  It  was  certainly  astonishing  how  seldom 
infection  followed  such  treatment,  even  when  fragments 
of  shell  or  pieces  of  clothing  had  been  removed  from  the 
joint;  but  for  its  success  it  is  essential  that  the  incisions 
around  the  wound  edges  should  be  carried  ijuite  clear  of 
all  infected  tissue,  and  that  the  strictest  asepsis  is 
assured. 

Now,  every  knee-joint  with  such  a  wound  is  given  the 
chance  of  healing  by  first  intention,  although  the  closure 
of  the  joint  defect  may  entail  the  performance  of  a  plastic 
operation  to  provide  an  adequate  cover  with  a  flap  of 
synovial  membrane  or  skin.  Even  if  some  infection  does 
follow  the  closure  of  the  joint,  it  is  well  not  to  be  in  too 
great  hurry  to  lay  the  articulation  open,  for  a  certain 
number  of  such  joints  do  settle  down  and  provide  a  better 
limb  than  if  submitted  to  more  active  treatment. 

When  the  joint  wound  is  complicated  with  fracture  of 
bone  it  may  still  be  possible  in  some  cases  to  close  it 
with  success.  In  cases  of  compound  fracture  of  the 
patella    with     loss    of     substance,    partial    or    complete 
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'removal  of  tlio  fragments,  and  the  provision  of  a  skin 
flap,  will  often  be  followe<l  by  primary  hoaliug. 

\Vhen  the  tibia  or  femur  are  involved  the  case  becomes 
"uoro  serious.  Of  the  two  fractures  that  of  the  tibia  is  the 
most  to  be  feared. 

In  cases  of  only  partial  loss  of  the  articular  surface  of 
cither  the  tibia  or  femur,  and  also  in  linear  obli<|ue  frac- 
tures of  botli  bones  ruiminf,'  up  into  the  joint,  it  is  often 
worth  while  to  try  to  close  the  joint  and  to  obtain  primary 
union. 

Where  there  is  much  comminution  of  bone,  however,  and 
a  dirty  wound  it  is  better  to  abandon  all  hope  of  saving  the 
joint  and  perform  a  limited  primary  excision,  .\fter  such 
an  operation  the  joint  surfaces  arc  usually  kept  apart  by 
extension  on  a  suitable  splint,  and  Carrel's  treatment 
adopted  until  tlie  wound  cleans,  when  the  bona  surfaces 
may  bo  allowed  to  come  into  contact. 

Tile  knee  is  the  only  joint  in  the  body  in  which  pene- 
tration of  tlie  synovial  sac  is  at  all  commonly  seen  without 
damage  to  the  bi>ny  constituents  of  the  articulation.  It  is 
therefore  not  common  to  have  the  op))ortunity  of  closing 
other  joints,  but  the  opportunity  should  be  taken  when  it 
is  offered. 

More  often  the  surgeon  has  to  treat  a  greatly  disorganized 
articulation,  and  in  such  cases  a  primary  excision  is  most 
probably  the  best  course,  especially  in  the  case  of  the 
shoulder  and  the  elbow. 

The  primary  treatment  of  wounded  joints  may  be 
summarized  as  follows  : 

1.  Fixation  on  a  suitable  splint.  In  the  case  of  the 
knee  this  splint  should  be  one  of  the  varieties  of  the 
"  Tliomas  "  as  used  for  fractured  thigh. 

2.  Beyond  this  treatment  nothing  more  is  required  in 
simple  perforating  wounds. 

3.  The  taking  of  an  .r  ray  picture  in  cases  where  there 
is  a  possibility  of  the  retention  of  a  missile  or  of  fracture 
of  the  bones. 

4.  The  excision  and  cleansing  of  the  damaged  tissues 
and  the  exploration  and  lavage  of  the  joint. 

5.  The  closure,  if  possible,  of  the  joint  cavity. 

HE.VD  IN,JUEIES. 
At  the  beginning  of  the  war  surgeons  called  upon  to 
treat  head  injuries  applied  the  ordinary  rules  of  civil 
practice  and  operated  on  them  at  once.  They  were  con- 
firmed in  their  opinion  that  operation  was  right,  since, 
apart  from  the  mere  physical  defects,  many  jiatients 
seemed  to  be  suffering  from  compression. 

These  operations  were  done  both  at  casualty  clearing 
stations  and  field  ambulances,  but  the  best  method  of 
operative  treatment  was  as  yet  undeveloped,  and  the  result 
was  that  many  septic  complications  were  seen  at  the  base. 
Next,  it  was  noticed  at  the  base  that  cases  which,  from 
force  of  circumstances,  arrived  there  unoperatcd  upon,  did 
better  than  those  operated  on  at  the  front.  This  was 
attributed  at  first  to  faulty  technique,  and  within  limits 
this  criticism  was  just,  as  the  right  operation  was  as  yet 
undeveloped,  both  at  the  base  and  the  front. 

The  observation  was  next  made  that  if  patients  were 
kept  quiet  at  the  place  where  they  were  operated  upon 
they  did  well,  while  cases  operated  on  and  apparently 
doing  well  were  reported  to  have  arrived  in  bad  condition 
at  the  base  when  evacuated  early- 
It  thus  became  obvious  that  there  were  two  reasons  for 
head  cases  doing  badly  :  (1)  The  want  of  a  good  operation, 
(2)  early  evacuation  of  cases  well  operated  on. 

There  were  then  two  alternatives:  The  cases  must  be 
either  operated  on  at  the  front  and  kept,  or  else  evacuated 
as  soon  as  possible  to  the  base  before  operation  ;  a  patient 
must  not  be  o|)erated  upon  and  evacuated  forthwith.  Two 
procedures  were  therefore  adopted.  In  times  of  pressure 
licad  cases  were  cleaned  up  and  sent  to  the  base  at  once, 
provided  they  were  lit  to  travel,  and  in  quiet  times  they 
were  operated  on  and  kept  at  rest  at  a  casualty  (clearing 
station  for  a  week  or  ten  days.  I'^ven  this  period  of  rest 
aft(!r  operation  [)r(iviMl  too  short,  thiiugh  the  results  were 
better  than  in  earlier  evacuation. 

Tlu!  next  step  was  the  establishment  of  special  hospitals 
for  bead  cases  at  the  front.  Advantage  was  taken  of  the 
fact  that  a  head  case  before  operation  travelled  well,  and 
the  sp(!eial  hospitals  were  placed  in  the  back  part  of  an 
army  area.  These  lios()itals  were  never  subjected  to  the 
sudden   pressure  that  may   fall  on  an  advanced  casualty 


station,  and  consequently  the  cases  could  remain  there  for 
a  long  time.  By  this  means  patients  e.xperienced  the 
advantages  both  of  early  operation  and  prolonged  rest. 
The  actual  method  of  evacuation  is  as  follows  :  The 
patients  are  brought  from  the  trenches  to  the  casualty 
clearing  station  as  rapidly  as  possible.  Here  they  are 
examined  and  dressed.  If  the  pulse  is  slow  they  are  sent 
on  to  the  special  hosijital.  If  the  pulse  is  rapid  they  are 
put  to  bed  and  evacuated  later,  should  they  improve.  No 
special  attention  is  paid  to  the  type  of  wound — reliance  is 
placed  on  the  slow  pulse  as  a  sign  that  the  patient  will 
bear  the  journey. 

The  type  of  operation  that  has  eventually  been  found 
most  beneficial  has  been  arrived  at  after  many  changes. 
Workers,  comparatively  far  apart  and  not  in  direct  com- 
munication, have  evolved  very  much  the  .same  operation. 
.\t  the  front  a  small  conservative  operation  was  formerly 
practised  which  experience  has  shown  to  have  been  a  little 
too  limited  in  scope.  At  the  base  there  were  two  schools — 
one  favoured  an  extensive  removal  of  bone  and  a  scalp 
Hap,  the  other  an  enlargement  of  the  scalp  wound  and  a 
limited  removal  of  bone.  Gradually  the  types  of  operations 
have  approximated.  It  has  been  found  that  the  removal 
of  bone  sufficient  to  expose  half  an  inch  square  (1.27  cm.) 
of  uninjured  dura  is  best  suited  to  most  cases.  Opinions 
still  differ,  perhaps,  as  to  the  comparative  merits  of  making 
a  flap  or  enlarging  the  scalp  wound.  On  the  whole,  the 
flap  is  the  best  as  a  routine,  unless  the  wound,  as  in  the 
case  of  a  horizontal  one,  is  so  situated  as  to  compel  the 
use  of  a  very  largo  one. 

The  recognition  of  the  fact  that  a  slow  pulse  is  not 
necessarily  a  symptom  of  compression  (for  it  may  occur 
with  a  wide  exposure  of  the  brain),  and  that  the  symptoms, 
paralytic  and  otherwise,  are  not  due  to  depression  of  frag- 
ments but  to  a  destruction  or  commotion  of  the  brain 
matter  which  is  not  remediable  by  operation,  has  also  had 
an  effect  upon  procedure.  In  the  first  place,  a  slow  pulse 
is  welcomed  as  a  sign  that  recovery  may  follow,  and  it  is 
not  taken  as  a  sign  that  operation  is  urgently  needed,  but 
rather  that  it  is  worth  doing.  The  recognition  that  de- 
pression of  fragments  is  not  the  usual  cause  of  the  sym- 
ptoms has  also  done  away  with  the  notion  that  their 
removal  must  be  immediately  undertaken. 

It  is  true  that  the  sooner  a  dirty  wound  is  cleaned  up 
the  better,  but  immediate  operation  is  in  many  head  cases 
followed  by  a  great  drop  in  blood  pressure,  so  that  some 
delay  niay  be  actually  beneficial  on  this  account,  and 
Colonel  Sargent  has  pointed  out  that  for  at  least  twenty- 
four  hours  after  injury  the  brain  is  liable  to  be  oedematous, 
and  to  extrude  unduly  if  operated  on  while  in  this  con- 
dition. A  moderate  delay  has  also  been  said  to  do  good  in 
that  it  allows  adhesions  to  form  between  the  dura  and  the 
pia  mater,  thus  lessening  the  chance  of  a  spread  of  infection 
over  the  brain  surface. 

At  the  same  time  that  the  best  type  of  operation  as 
regards  the  scalp  and  bony  defect  was  being  evolved  many 
other  points  were  in  the  process  of  settlement. 

1.  Excision  of  the  wound  was  soon  decided  on. 

2.  There  was  at  first  considerable  discussion  as  to  how 
far  the  brain  should  be  explored  for  bone  fragments  on  the 
one  hand  and  the  projectile  on  the  other.  Every  one  was 
agreed  that  an  j-ray  picture  had  become  a  necessity,  and 
the  opinion  was  gradually  formed  that  a  limited  and  in- 
telligent search  for  bony  fragments  and  other  foreign 
bodies  was  beneficial,  but  that  attempts  to  roach  a  missile 
which  was  deeply  embedded  in  the  brain  was  not  justifi- 
able. Results  seem  to  have  proved  the  correctness  of 
this  line  of  treatment,  for  fragments  of  shell  are  reported 
to  have  caused  little  troublt^  provitled  their  weight  was  not 
enough  to  cause  pressure  on  the  surrounding  brain  during 
movements  of  the  patient. 

3.  The  fact  that  many  patients  with  head  wounds 
suffered  from  septic  complications,  and  the  general  demand 
for  the  drainage  of  all  wounds,  led  at  first  to  the  employ- 
ment of  drainage  in  most  cases  of  cranial  surgery,  not  only 
of  the  scalp  but  of  the  brain  also.  The  results  of  drainage 
of  the  brain  were  not  satisfactory,  and  gradually  it  was 
abandoned,  at  any  rate  as  a  primary  measure.  The  intro- 
duction of  tubes  was  first  omitted,  and  subsequently, 
systematic  attempts  were  made  to  cover  in  the  exposed 
brain,  the  scalp  being  brought  together  over  the  defect  in 
the  bone  and  dura,  either  by  simple  suture,  pericranial 
flaps,  or  relieving  incisions  formed  by  undercutting  the 
scalp.    A  drain  introduced  under  the  scalp  is  still  generally 
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employed.  This  covering  up  of  the  brain  seems  to  have 
been  a  decided  success,  and,  although  septic  complications 
are  still  too  often  met  with,  they  are  less  frequent  than 
in  former  times.  Thei'e  has  consequently  been  a  great 
decrease  in  the  number  of  cases  of  hernia  cerebri. 

4.  There  is  still  some  difference  of  opinion  as  to  whether 
small  cranial  depressions  and  linear  fractures  with  slight 
inequality  of  surface,  uncomplicated  by  symptoms,  should 
be  operated  on  in  the  first  instance. 

5.  Most  surgeons  have  accepted  the  recommendation  of 
Sargent  and  Gordon  Holmes  that  depressed  fractures  over 
the  longitudinal  sinuses  should  be  left  alone  in  the  first 
instance. 

6.  Most  operators  are  of  the  opinion  that  the  dura  mater 
should  not  be  opened  if  found  intact.  The  recognition  that 
true  compression  of  the  brain  is  seldom  seen  has  helped  the 
formation  of  this  opinion. 

7.  A  general  anaesthetic  may  with  advantage  be  replaced 
by  the  local  use  of  novocain  and  adrenalin.  If  this  uietliod 
is  adopted  the  patient  is  given  either  hyoscine  and  mor- 
phine or  omnopon  and  scopolamine  an  hour  before  the 
operation. 

Thus,  by  careful  individual  observation,  and  by  the  com- 
parison of  results,  a  method  of  treatment  has  been  evolved 
•which  is  applicable  to  all  cranial  wounds,  and  capable  of 
modification  in  individual  cases.  It  may  be  summarized 
as  follows : 

A  primary  cleansing  of  the  wound.  The  transmission 
of  the  patient  as  soon  as  possible  to  the  hospital  where 
be  will  convalesce.  The  taking  of  x-ray  pictures.  The 
excision  of  the  scalp  and  bone  wound.  A  limited  and 
careful  removal  of  foreign  bodies.  The  covering  of  the 
exposed  brain.  The  closure  of  the  wound,  with  superficial 
drainage,  and  a  prolonged  rest  in  bed. 


^  FRACTURES. 

The  tendency  throughout  the  war  has  been  to  abandon  all 
constricting  splints  and  to  trust  to  extension  for  fixation 
of  fragments.  In  the  first  place,  a  bandage  round  a  limb, 
which  might  from 
swelling  or  move- 
ment cause  con- 
striction, was 
found  to  favour 
the  onset  of  gas 
gangrene,  and  in 
the  second,  the 
various  forms  of 
Thomas's  splint, 
in  which  the  limb 
lies  on  a  cradle, 
gained  more  and 
more  reputation  as 
a  means  of  efficient 
splintage.  Few 
other  splints  are  now  used  on  the  lower  extremity.  It 
is  curious  that  while  plaster  splints,  both  as  emergency 
contrivances  and  as  a  means  of  permanent  fixation,  have 
steadily  increased  in  use  in  the  French  army,  in  our  own 
they  have  as  steadily  fallen  into  disuse. 

The  treatment  of  a  compound  fracture  must  be  divided 
into  two  parts :  {a)  The  cleansing  of  the  wound ;  (6)  the 
setting  or  reduction  of  the  fracture,  followed  by  its  main- 
tenance in  good  position.  In  the  early  stages  the  first  is 
by  far  the  most  important,  and  on  its  attainment  depends, 
within  limits,  the  success  of  the  second. 

Total  immediate  reduction  is  good  and  to  be  aimed  at, 
provided  it  can  be  carried  out  without  prejudice  to  the 
cleansing  of  the  wound,  but  an  incomplete  reduction,  or 
even  no  reduction  at  all,  may  be  advantageous  by  aiding 
the  disinfection  of  the  wound.  Surgeons  working  at  the 
front  are  therefore  mainly  concerned  with  the  primary 
cleaning  of  the  wound  and  with  the  means  to  transport  a 
patient  to  the  base  with  comfort  and  without  detriment  to 
the  wounded  limb. 

The  organisms  that  infect  a  compound  fracture  may  be 
roughly  divided  into  two  classes :  {a)  Anaerobic  or  gas 
gangrene  producing  infection ;  (I)  infection  due  to  pus- 
producing  organisms. 

Anaerobic  or  gas  gangrene  producing  infection  affects 
chiefly  the  muscles,  is  sudden  in  onset  and  development, 
but  tends  to  die  out  if  not  fatal  in  the  early  stages. 


Fractured  fcimir,  with  Thomas's  splint  and  stretcher  suspension  bar. 


Infection  by  pus-producing  organisms  affects  all  the 
structures  of  a  limb,  is  generally  of  slower  development, 
and  fatal  at  a  considerably  later  period.  The  first  (a)  '\4 
the  chief  cause  of  death  at  the  front,  the  second  (6)  of 
death  at  the  base. 

From  the  fact  that  it  affects  muscles,  the  first  is  more 
amenable  to  treatment  by  meclianical  means — the  excision 
of  the  affected  part  or  part  likely  to  be  infected  ;  but  tlie 
second,  giving  little  indication  of  its  presence,  cannot  be 
so  easily  removed  by  such  means. 

-At  the  beginning  of  the  war  fractures  were  treated  very 
much  as  they  were  in  South  Africa.  It  is  true  that  frag- 
ments of  projectiles  and  clothing  were  removed,  but  more 
attention  was  paid  to  the  solution  of  continuity  of  the 
bones  than  to  the  cleansing  of  the  wound. 

The  occurrence  of  gas  gangrene  quickly  called  for  a 
remedy,  which  was  found  in  amputation  or  incisions  into 
the  limb.  Then  came  the  demaud  from  tlio  base  for  free 
drainage.  .At  first  small  tubes  were  used;  as  these  proved 
inefficacious,  large  tubes  wore  substituted.  At  the  same 
time  came  a  more  systematic  search  for  foreign  bodies. 
This  iDroduced  an  improvement,  and  it  was  reported  that 
the  cases  that  came  down  with  adequate  drainage,  espe- 
cially those  with  dependent  drainage,  stood  a  far  better 
chance  than  those  in  whom  such  measures  were  not 
taken. 

About  this  time  attention  was  drawn  to  the  fact  that 
many  flesh  wounds,  if  freely  excised,  could  be  sutured  with 
success.  The  application  of  this  principle,  though  it  could 
not  be  applied  in  tolo  to  fractures,  led  to  more  extensive 
opening  up  and  to  better  mechanical  cleaning  by  the  ex- 
cision of  all  dead  tissue  and  the  more  efficient  removal 
of  foreign  bodies.  These  measures  greatly  reduced  tlie 
occurrence  of  gas  gangrene  and  produced  an  improvement 
in  the  suppurative  infections.  .\t  the  same  time  as  these 
improvements  were  taking  place  in  operative  technique 
the  adoption  of  the  Thomas  splint  for  the  lower  extremity 
in  one  of  its  many  forms  was  steadily  working  its  own  good. 
The  stretcher  in  the  ambulance  car  and  the  cot  in  the 
train  presented  a  difiiculty — there  was  nothing  on  which 

to  rest  the  splint. 
This  difficulty  was 
overcome  by  two 
methods.  (1)  A 
form  of  Thomas's 
splint  (devised  by 
Captain  Max  I'age) 
provided  with  an 
attached  foot  piece 
or  prop  was  used 
so  that  the  splint 
was  raised  off'  the 
stretcher  and  the 
limb  lay  slung,  as 
it  should,  in  the 
splint.  (2)  Two 
forms  of  iron  bracket  (devised  respectively  by  Lieutenant- 
Colonel  Frankau  and  Captain  Richards),  attached  to  the 
foot  of  the  stretcher,  allowed  the  Thomas  splint  to  be 
suspended  above  the  canvas  of  the  stretcher. 

Patients  thus  travelled  easily  in  the  motor  ambulances, 
and  the  difiiculty  of  the  cot  in  the  train  was  easily  sur- 
mounted by  sending  the  patient  down  on  the  stretcher. 
This  latter  exj^edient  has  been  of  great  benefit  to  the 
wounded,  as  once  placed  on  his  stretcher  at  the  casualty 
clearing  station  he  can  remain  undisturbed  until  he 
reaches  his  bed  at  the  base. 

The  fixation  in  a  Thomas  splint  depends  upon  the 
extension.  An  efficient  extension  is  therefore  of  prime 
importance.  Sinclair's  glue  has  provided  the  means.  It 
is  easily  and  quickly  applied,  and  has  the  additional 
advantage  that  it  produces  no  constriction  of  the  limb. 
It  has  another  advantage,  it  can  bo  used  when  only 
a  short  portion  of  the  leg  is  available,  a  very  great 
gain  when  dealing  with  limbs  covered  with  multiple 
wounds. 

There  are,  of  course,  a  few  fractures  of  the  femur  that 
cannot  be  treated  with  Thomas's  splint — namely,  those  in 
which  a  wound  has  been  received  on  the  part  covered  by 
the  ring.  For  these  the  old  Listen  splint  is  used,  or  in 
some  cases  the  abduction  frame  of  Jones,  though  the 
bulk  of  the  latter  makes  it  unsuitable  for  work  at  the 
front. 
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Below  tlic  knee  the  Thomas  spHnt  can  iieai-ly  always  be 
used,  except  in  tliose  cases  in  which  the  fi-acture  is  neai- 
the  ankle.  Even  here  it  is  often  possible  to  use  it  by  the 
ail  of  the  sole  extension  as  devised  by  Sinclair. 

In  the  case  of  fractures  of  the  upper  extremity  the 
Thomas  splint  has  not  proved  so  satisfactory,  but  only  for 
the  reason  that  the  straij^lit  posture  of  the  arm  is  unsuited 
to  transport  except  uniler  special  circumstances,  as  in 
transit  by  barge.  The  form  of  Thomas  splint  for  the 
bent  arm  has  not  proved  a  success.  For  transport  tlie 
form  of  internal  angular  splint,  with  a  hinged  back  piece 
for  tlic  upper  arm  as  devised  by  Captain  Colin  Clarke,  is 
probably  the  best. 

Tlie  development  of  the  operative  side  of  the  casualty 
cloai'ing  station  and  the  provision  of  .r  rays  has  been  of 
inestimable  benetit  to  the  patient.  There  can  be  no  doubt 
that  the  cluxnce  of  the  patient  recovering  with  a  good  limb 
and  of  escaping  a  long  period  of  suppuration  depends  on 
the  attention  that  can  be  paid  to  his  wound  in  tlie  first 
instance.  Xo  amount  of  after  care  can  ever  make  up  for 
the  want  ot  it  at  the  first  moment.  A  thorough  and 
deliberate  operation  is  all-important.  There  must  be  a  free 
opening:  the  cavity  must  be  explored  by  the  eye,  and  not 
only  by  the  finger,  otherwise  dead  tissue  and  possibly 
foreign  bodies  will  be  passed  over. 

When  first  received,  the  wound  is  dirty,  but  the  number 
of  pus-producing  bacteria  is  comparatively  few.  In  a  few- 
days  it  is  probable,  no  matter  wdiat  treatment  is  adopted, 
that  they  will  have  greatly  increased  in  number.  If  the 
first  operation  has  been  incomplete,  a  second  may  be 
necessary  at  the  very  time  that  the  wound  is  iu  the  worst 
possible  state,  and  the  procedure  necessary  to  supplement 
the  primary  operation  may  be  disastrous  in  exposing 
fascial  planes  to  infection  from  a  wound  teeming  with 
bacteria. 

The  earl}',  deliberate  and  efticicnt  cleansing  of  the  wound 
is  the  basis  of  success,  no  matter  what  chemicals  arc  used 
after  it  is  coni[)leted. 

Kkfkuenck. 
HurrisH  JIkoical  .(ouuvai.,  AiiKiist  7th.  1915. 
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Thic  nam'.ier  of  chest  wounds  admitted  to  the  clearing 
stations  is  about  2  per  cent,  of  the  whole  number  of  wounds 
admitted.  The  most  favourable  cases  are  those  in  which 
a  bull<;t  has  gone  right  through  the  chest;  the  least  favour- 
able, those  made  by  a  piece  ot  shell  which  is  retained 
witliin  the  chest. 

In  cases  where  the  missi'e  has  involved  both  the  chest 
and  the  abdomen  the  prognosis  is  very  unfavourable. 
Occasionally  the  whole  stomach,  or  part  of  the  intestine, 
is  drawn  up  into  the  pleura  through  a  wound  of  the 
diaphragm.  In  other  oases  the  abdominal  viscera  are  so 
injured  as  to  prevent  recovery.  In  any  case  the  addition 
of  a  wound  of  these  organs  to  the  temporary  loss  of  the 
use  of  one  lung,  which  is  the  usual  result  of  a  wound  of  the 
chest,  produces  a  condition  from  which  very  few  recover. 
Injury  to  the  spinal  cord  is  a  still  more  fatal  complication. 

Tlie  following  notes  are  chielly  drawn  from  a  consecutive 
series  of  211  eases,  of  which  careful  observations  were 
made  and  recorded  at  the  time. 

The  patients  are  often  much  collapsed  at  time  of  admis- 
simi,  so  that  in  many  cases  the  heart  cannot  be  felt,  and  in 
some  cannot  even  he  heard  for  tlie  tiist  twenty  four  hours. 
With  warmth,  rest,  and  morphine,  they  improve  greatly 
by  the  si'cond  dii.y. 

Few  cases  bleed  dangerously  from  the  external  wound. 
When  this  occurs,  it  can  usually  be  stopped  by  plugging 
the  wound.  There  is  often  much  distress  if  the  external 
wound  admits  the  free  entry  and  exit  of  air  in  respiration. 
It  is  almost  at  oiici>  relieved  if  tin;  wound  l)e  made  air- 
tight with  strapping  over  the  dressing.  For  these  large 
openings  into  the  pleura,  in  which  soniLjtinies  three  or  four 
ribs  are  smashed,  and  infection  from  tlic!  open  air  would  be 
almost  inevitabl(^  a  form  of  procedure  has  recently  been 
adopted  which  promises  well.  After  careful  paring  of 
the  wound,  removal  of  loose  bjne.  and   blunting  of  sharp 


edges,  the  skiu  and,  where  possible,  the  muscles  are 
drawn  together  and  stitched  over  the  aperture,  leaving 
either  only  a  small  liole  for  a  drainage  tube  or  none. 
If  a  tube  is  left  in,  the  cavity  is  then  filled  with  au 
antiseptic.  One  surgeon  is  using  emerald  green,  1  part 
to  1,000  of  solution  of  gum  tragacanth,  for  this  purpose. 

In  all  but  fourteen  of  the  series  there  were  signs  ot 
haemothorax.  It  is  rare  for  the  effusion  to  increase  in 
extent  under  observation.  The  chief  safeguard  against 
continued  haemorrhage  is  collapse  of  the  lung.  In  one 
case  which  died  from  repeated  external  haemorrhage  the 
lung  was  found  adherent  to  the  pleura  throughout. 
Collapse  had  not  in  consequence  taken  place.  In  another 
(not  in  this  series)  that  died  with  an  increase  of  the 
haemothorax,  by  repeated  internal  haemorrhage,  a  piece 
of  metal  was  found  lodged  in  a  large  pulmonary  vessel 
which  it  had  partialW  but  not  completely  severed.  The 
retraction  of  the  vesscT  was  thus  prevented. 

When  the  effusion  is  moderate  iu  size,  reaching  not 
above  the  middle  of  the  scapula,  nor  further  forward  than 
the  niidaxillary  line,  it  does  not  cause  serious  distress. 
These  cases  form  the  great  majority.  In  them  by  the 
third  day  the  pulse  falls  to  84,  tlie  respirations  to  28,  and 
the  temperature  will  be  falling  also.  Since  the  observa- 
tions of  Bradford  have  shown  that  fresh  haemorrhage 
hardly  ever  occurs  after  the  lapse  of  seventy-two  hours 
from  the  wound,  such  cases  were,  as  a  rule,  evacuated  at 
the  end  of  that  time.  Information  from  the  base  showed 
that  this  policy  was  not  attended  by  any  bad  results. 

When  the  effusion  is  greater  than  this,  specially  if  it  is 
complicated  by  pneumothorax,  the  patient  usually  sliows 
distress.  The  heart  is  displaced,  the  pulse  is  above  100 
and  the  respiration  is  over  32.  Such  cases  are  not  tit  to 
travel.  They  should  be  aspirated,  and  about  a  pint  of 
blood  and  as  much  air  as  possible  should  be  withdrawn. 
Some  were  rendered  comfortable  by  this  procedure  and  were 
able  to  travel  without  damage  on  the  fourth  or  fifth  day. 
It  must  be  noted  that  the  hospital  was  close  to  the  train, 
and  that  though  the  journey  might  last  even  to  thirty 
hours  the  conditions  were  comfortable. 

It  was  not  thought  desirable  at  so  early  a  stage  to 
remove  the  fluid  completely  with  the  aid  of  oxygen  re- 
placement; that  procedure  was  therefore  left  for  the  base 
hospitals. 

In  the  latter  part  of  the  year  1916  a  new  method  ot 
treatment  was  adopted  in  a  limited  number  of  cases, 
especially  in  patients  in  whom  a  missile  was  found  by 
X  rays  to  be  retained  iu  the  chest.  On  the  second  day  after 
the  injury,  ribs  were  resected  or  a  costal  flap  turned  back, 
the  pleura  opened,  and  the  missile  removed.  The  pleura 
was  then  thoroughly  washed  out,  and  the  whole  wound 
carefully  closed.  The  number  of  cases  so  treated  is  as  yet 
insufficient  to  enable  definite  conclusions  to  be  drawn,  but 
experience  is  so  far  favourable. 

The  complications,  other  than  mere  size  01  the  haemo- 
thorax, which  prevented  early  evacuation,  were  cither 
septic  infection  of  the  effusion  on  the  wounded  side,  or 
some  disease  of  the  lung  on  the  opposite  or  unwounded 
side,  in  many  cases  a  missile  rakes  the  chest  and  enters 
both  pleurae.  Neither  lung  can  then  be  called  unwounded. 
The  term  is  confined  to  cases  where  one  pleura  alone  has 
been  injured.  These  complications  will  now  be  con- 
sidered. 

In  some  cases  the  patient  may  be  comfortable  while  at 
rest  and  have  no  fever,  but  on  examination  there  may  be 
the  signs  of  consolidation  of  the  unwounded  lung,  and 
movement  may  produce  shortness  of  breath  and  some 
cyanosis.  In  such  cases  the  condition  is  that  of  massive 
collapse  of  part,  usually  at  the  base,  of  the  unwounded 
lung.  The  side  is  often  contracted,  the  heart  is  drawn 
over,  and  the  .r  rays,  if  available,  show  the  diaphragm 
raised  and  motionless.  This  condition,  familiar  after 
abdominal  operations  in  civil  life,  was  found  by  Bradford  to 
be  a  frciiueut  complication  of  chest  wounds.  It  clears  up 
in  about  a  week. 

In  other  cases  there  may  be  an  increasing  cyanosis  and 
distress,  even  at  rest,  for  which  the  condition  of  the 
wounded  side  does  not  account.  On  the  unwounded  side 
there  may  be  the  signs  of  bronchopneumonia.  Some  ot 
these  are  true  cases  of  that  disease.  But  more  of  them 
are  due  to  engorgement  of  the  unwounded  lung  which 
affects  the  back  and  the  lower  lobi'  chiefly.  The  whole  ot 
the  affected  part  is  solid  with  l)lood,  and  on  section  pre- 
sents  a   ylistenini/   surface  of    dark    crimson    colour.      Its 
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causation  is  not  clear,  but  the  situation  argues  failure  of 
the  pulmonary  circulation. 

Unquestionably,  however,  if  the  cases  be  followed 
throuj^h,  the  most  common  complication  of  chest  wounds 
is  infection  of  the  haemothorax.  When  cases  are  sent 
down  on  the  fourth  day  not  many  infected  cases  are 
seen  at  the  clearing  station.  It  is,  however,  important 
that  the  medical  officer  should  be  (juick  to  mark  its 
symptoms.  The  face  is  pale,  though  there  may  be  a  local 
flush,  the  expression  anxious,  the  tonj^ue  dry,  the  appetite 
bad,  and  there  may  be  vomiting.  The  pulse  and  respira- 
tion usually  quicken  and  the  temperature  rises.  In  many 
cases  gas  formation  within  the  thorax  is  shown  by  the 
alteration  of  the  physical  signs  and  the  displacement  of 
the  heart.  But  this  does  not  always  occur,  nor  are  any  of 
the  other  symptoms  constant. 

Briefly  speaking,  whenever  the  medical  officer  is  dis- 
satisfied with  the  progress  of  the  patient  and  cannot 
otherwise  explain  it,  he  should  always  suspect  septic 
infection.  If  suspicion  is  aroused,  aspiration  should  be 
performed  at  once.  Sometimes  the  fluid  will  be  found  to 
stink,  or  it  may  be  seen  to  contain  pus,  or  the  froth  may 
remain  permanently  crimson  from  haemolysis.  Any  of 
these  signs  is  sufficient  to  indicate  that  a  free  opening 
should  immediately  be  made.  If  doubt  remains,  it  is  well, 
after  drawing  off  a  pint  of  the  effusion,  to  leave  the  patient 
for  a  day,  and,  unless  he  has  by  then  obviously  improved, 
to  operate.  Bacteriological  evidence,  when  forthcoming, 
is  valuable  as  a  confirmation,  but  it  is  on  the  one  hand 
uncertain,  for  the  infection  may  be  confined  to  a  certain 
part  only  of  the  pleura,  and  on  the  other,  may  cause 
considerable  delay.  Clinical  evidence  should  always  "be 
trusted,  and  action  taken  upon  it  without  hesitation. 

Five  cases  of  septic  infection  occurred  before  the  fifth 
day  after  the  wound  in  the  present  series  of  cases.  In  all 
ii  free  opening  was  made  at  the  clearing  station,  and  all 
these  patients,  though  some  of  them  were  very  ill  for  a 
time,  x'ecovered  sufficiently  to  be  evacuated. 

In  the  whole  series  there  were  twenty-two  deaths,  of 
which  two  were  due  to  wounds  of  the  heart,  ten  to  con- 
ditions of  the  pleura  and  lungs,  and  ten  to  wounds  of  the 
spine  or  abdomen.     The  remainder  were  evacuated. 


THE   ADMINISTRATION   OF    ANAESTHETICS 
AT   THE    FRONT. 

BY 

Captain  GEOFFREY  MARSHALL,  R.A.M.C.(S.R.). 


Fkom  the  point  of  view  of  the  anaesthetist,  wounded  men 
may  be  divided  into  three  main  classes: 

1.  The  lightly  wounded. 

2.  Those  suffering  from  serious  wounds  with  mora 
or  less  shock  and  haemorrhage,  the  two  factors  being 
commonly  associated. 

3.  Those  suffering  from  a  severe  degree  of  sepsis, 
especially  anaerobic  infection. 

The  choice  of  anaesthetic  depends  on  which  of  these 
classes  the  patient  belongs  to,  as  well  as  on  the  region  of 
the  body  injured. 

1.  The  Lightly  Woundkd. 

These  patients  are  good  subjects  for  anaesthesia,  so  that 
the  chief  desiderata  are  safety,  speed,  and  convenience. 
The  ideal  anaesthetic  is  one  with  which  induction  is  rapid, 
and  recovery  complete  a  few  minutes  after  operation,  so 
that  the  patient  is  in  tit  condition  for  early  evacuation  by 
ambulance  train. 

Gas  and  oxygen  anaesthesia  meets  these  requirements 
best.  With  its  help  a  greater  number  of  these  cases  can 
be  dealt  with  satisfactorily  in  a  limited  time  than  with 
any  other  anaesthetic.  When  this  method  is  not  available, 
ether  should  be  used.  The  ether  is  best  administered 
as  a  warm  vapour  by  "  Shipway's  apparatus,"  as  both 
induction  and  recovery  are  more  rapid  than  with  the 
open  method. 

Local  anaesthesia  can  only  bo  employed  in  a  small 
number  of  cases,  on  account  of  the  multiplicity  of  wounds 
and  their  lacerated  and  soiled  condition. 


II.   Thk  Seriously  Wounded. 

In  the  more  serious  cases  the  one  consideration  is  safety. 
In  other  words,  we  require  an  anaesthetic  which  will  not 
be  harmful  to  a  patient  who  is  still  suffering  from  the 
shock  of  injury,  and  one  which  will  minimize  the  shock  of 
operation. 

Spinal  Anaesfhesid. 

It  has  been  urged  that  spinal  anaesthesia  would  meet 
these  requirements,  especially  in  wounds  of  the  legs  and 
thighs,  and  would  therefore  be  of  great  value  in  military 
surgery.  In  practice,  however,  it  is  found  that  the  intra- 
thecal administration  of  stovaine  has  dangers  of  its  own 
when  applied  to  men  whose  wounds  are  recent.    In  a  lai'ge 
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In  the  charts  the  continuous  line  represents  blood  pressure  in 
millimetres  of  mercury.  The  dotted  line  represents  pulse  rate 
per  minute. 

Chart  I. — Spinal  anaesthesia.  Group  A.  Stovaine  0.075  gram. 
Wounds  of  leg  and  buttock  twenty-one  hours.  Haemoglobin  85  per 
cent.  Operation  conservative.  Death  twenty-four  hours  later 
from  gas  gangrene. 

proportion  of  these  cases  the  administration  is  followed  by 
a  great  fall  of  blood  pressure  and  symptoms  of  cerebral 
anaemia,  that  is,  pallor,  vomiting,  loss  of  consciousness,  and 
occasionally  convulsions.  The  syncope  is  sometimes  fatal. 
It  is  in  the  man  who  has  lost  blood,  and  whose  wounds 
are  less  than  forty  hours  old,  that  spinal   anaesthesia  is 
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Chart  II.— Spinal  anaesthesia.  Group  B.  Stovaine  0  1  gram 
with  glucose.  Wounds  of  thigh  sixteen  hours.  Haemoglobin 
102  per  cent.    Operation  conservative.    IJecovered. 

dangerous.  This  is  shown  by  an  analysis  of  fifty  consecutive 
cases  operated  on  at  a  clearing  station  under  stovaine 
spinal  anaesthesia. 
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All  the  patients  liad  wounds  ot  the  lower  extremities. 
In  each  case  the  percentage  of  haemoglobin  in  the  patient's 
blood  was  estimated  before  operation  ;  a  low  percentage  of 
haemoglobin  in  a  man  whose  wounds  are  recent  may  be 
taken  to  indicate  that  the  patient  has  bled.  The  fifty 
cases  fall  into  three  groups  : 

Group  A. — Men  operated  on  witliin  forty  hours  of 
receiving  their  wounds,  and  whose  blood  was  dilute 
(indicating  liaemorrliage). 

Group  B. — Men  operated  on  within  forty  hours  of 
receiving  their  wounds,  whose  blood  was  not  dilute. 

Group  C. — .Vll  cases  in  which  a  greater  interval  than 
forty  hours  had  elapsed  between  wounding  and  operation. 
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Chart  III.— Spinal  anaesthesia.  Grouj)  C  Stovaine  0.1  fU'ain 
with  glucose.  Wound  of  thigh  and  femoral  artery  twenty-three 
days.  HaeiHoglohin  45  per  cent.  Gangrene  of  leg.  Amputation 
lower  third  thigh.     Kecovered. 

In  Group  .\  there  were  twenty-two  cases.  Of  these, 
nineteen  showed  symptoujs  of  collapse  after  injection  of 
the  anaesthetic.  The  average  fall  of  blood  pressure  was 
57  mm.  of  mercury  ;  in  only  three  cases  was  the  fall  ot 
pressure  less  than  35  mm.,  the  greatest  fall  was  99mm. 

In  Group  ]J  there  were  sixteen  cases.  Of  these,  only 
three  developed  any  untoward  symptoms  after  injection, 
and  these  were  trivial — in  one  case  nausea  and  in  the 
other  two  pallor  only.  The  average  fall  ot  blood  pressure 
was  17  mm.,  the  greatest  33  mm. 

In  Group  C  there  were  six  cases.  None  showed  any 
symptoms  of  collapse.  The  average  fall  of  blood  pressure 
was  19.7  mm.  and  the  greatest  35  mm. 

For  the  prevention  or  combating  ot  the  collapse  the 
most  important  factor  was  found  to  be  the  position  of  the 
patient;  the  symptoms  are  alleviated  by  raising  the  legs 
and  lowering  the  head.  It  is  sate  to  lower  the  head 
fifteen  minutes  after  injection.  Neither  strychnine  nor 
pituitrin  were  of  any  use  in  combating  the  collapse, 
nor  did  preliminary  injection  of  strychnine  prevent  it. 
The  dose  of  stovaine  given  varied  from  0.05  to  0.1  gram, 
and  within  these  limits  tlic  fall  ot  blood  pressure  was  not 
proportional  to  the  dose  of  the  drug.  Some  ot  the  greatest 
falls  of  pressure  were  associated  with  the  smallest  doses 
of  stovaine  and  vice  versa.  With  doses  smaller  than 
0.05  gram,  the  anaesthetic  cU'ects  were  so  slow  and 
uncertain  as  to  make  tlie  method  impracticable  at  a 
clearing  station. 


In  the  second  place,  morphine  should  bo  withheld 
before  operation  or  given  only  in  small  doses. 

In  the  third  place,  gas  and  oxygon  should  be  the 
anaesthetic  used  for  operation.  Kesults  are  so  mucli 
better  with  this  mixture  that  no  other  anaesthetic  is 
justifiable. 

If  chloroform  be  used,  the  patient's  condition  will 
deteriorate  during  the  administration,  and  lie  will  not 
rally  afterwards.  With  inlialation  ether  the  condition 
may  improve  and  the  blood  pressure  rise  during  operation, 
but  there  will  be  a  collapse  during  the  next  two  liours. 
With  intravenous  ether  the  temporary  improvement  is 
more  striking  and  the  after-collapso  more  profound  and 
more  often  fatal. 

Shoch. 
Shock  is  a  condition  which  still  evades  precise  definition, 
although  seen  so  commonly  in  wounded  men.  The  injuries 
which  cause  it  are  almost  invariably  severe  in  tliemselves, 
that  is,  they  involve  important  structures  or  extensive 
areas  of  tissue.  In  a  typical  case  there  is  dusky  pallor  of 
the  face,  the  radial  pulse  is  flickering  or  imperceptible,  and 
the  surface  temperature  low.  There  is  repeated  vomiting, 
but  the  patient  shows  remarkably  little  mental  disturb- 
ance, and  may  be  fully  conscious  and  intelligent  within  a 
few  minutes  ot  death.  The  arterial  blood  pressure  is  often 
higher  than  might  be  expected  from  the  character  of  the 
pulse,  and  shock  is  usually  profound  if  associated  with  a 
systolic  pressure  lower  than  80  mm.  of  mercury  ;  we  refer 
to  readings  taken  by  means  of  a  Riva-Hocci  sphygmomano- 
meter with  au.scultation  over  the  brachial  artery.  The 
blood  in  the  capillaries  ot  the  extremities  is  dark  and 
cyanotic.  In  cases  of  shock  unassociated  with  haemor- 
rhage we  have  found  the  blood  to  be  more  concentrated 
than  normal. 


Treatment  of  Slwci  before  Operation. 

We  have  stated  that,  however  urgent  it  maj'  be,  opera- 
tion should  not  be  performed  on  a  patient  suffering  from 
shock  until  means  have  been  taken  to  mitigate  thi.s 
condition. 

The  one  measure  which  commonly  produces  definite 
improvement  is  the  application  ot  external  warmth.  E.x- 
celleut  results  have  been  obtained  by  the  application  of 
heat  from  electric  light  lamps  or  by  the  use  of  au 
improvi.sed  hot-air  bath,  and  if  such  a  patient  as  we  have 
described  be  put  to  bod  and  treated  by  these  methods,  or 
surrounded  with  hot  bottles,  his  surface  temperature  rises, 
his  colour  improves,  and  his  arterial  blood  pressure  will  as 
a  rule  go  up  steadily  for  several  hours.  He  will  then  be 
much  less  likely  to  succumb  if  subjected  to  a  severe 
ojjeratiou. 

Fluids  are  best  given  either  by  mouth  or  rectum.  Sub- 
cutaneous infusion  produces  no  measurable  effect  in  thia 
type  of  case ;  and  if  death  occurs  as  late  as  thirty  liours 
after  infusion,  the  bulk  of  the  fluid  will  still  bo  found  in 
the  subcutaneous  tissues.  The  intravenous  administration 
of  saline  is  ot  little  use  before  operation.  It  causes  a 
temporary  rise  of  blood  pressure  and  slowing  of  the  pulse 
rate,  but  does  not  render  the  patient  less  susceptible  to 
further  shock.  The  blood  pressure  falls  again  as  soon  as 
operation  is  begun.  Transfusion  is  best  done  towards  the 
end  of  operation;  it  will  then  often  cause  a  lasting  im- 
provement in  the  patient's  condition.  Wo  have  found  that 
hypertonic  saline  produces  a  morc>  lasting  elevation  of 
blood  pressure,  slowing  of  the  pulse,  and  dilution  of  the 
blood  than  does  the  normal  solution.  Transfusion  with 
blood  gives  still  better  results.  The  use  of  artificial 
viscous  thuds  is  still  under  trial. 


W'oiiiiils   of  the  Linilis  Neeessilalin;/  Aiit/mlnlioii. 

Ther-e  are  few  more  unfavourable  subjects  for  anaes- 
thesia than  th(!  man  who  is  suffering  from  the  shock  ot  a 
recently  shatterc'd  limb,  and  who  has  to  undergo  the 
further  shock  ot  airiputation.  The  mortality  of  these 
cases  can  be  greatly  reduced  if  correct  proceduri'  be 
foliowiid. 

Ill  th(^  first  plac(%  the  patient  must  be  put  to  bed  and 
surrounded  with  hot  bottles  or  a  hot  air  bath.  However 
urgent  operation  may  be  surgically,  it  is  useless  to 
p(!rform  it  before  the  patient  has  been  thoroughly 
warmed  U|i. 


The  Liniitalioii  of  Shock  dnriiit/  (>j>eratioii. 
The  recently  injured  patient  is  particularly  susceptible 
to  further  shock,  and  this  susceptibility  is  increased  by 
certain  drugs  used  in  the  prodtu-tiou  of  anaesthesia,  for 
example,  chloroform,  ether,  and  moi-phine  in  largo  <loses. 
These  drugs  should  thoreforo  bo  avoided  in  dealing  with  a 
liatient  wdio  is  suffering  from  recent  wounds  and  who  has 
to  undergo  a  severe  operation  such  as  amputation  tlirough 
the  thigh.  Chart  IV  shows  the  serious  fall  of  blood 
pressure  which  occurred  an  hour  after  amputation  under 
other  vapour  anaesthesia.     Charts  V  and  VI  illustrate  the 
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still  greater  collapse  after  intravenous  ether.  Chart  VII 
shows  liow  trivial  is  the  effect  on  pulse  rate  and  blood 
pressure  when  the  operation  is  done  under  gas  and 
oxygen. 

We  have  already  indicated  that  amputation  is  a  much 
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Chart  IV. — Anaesthesia  by  ether  vapour.    Wound  of  leg  thirty- 
8iK  hours;  tibia  shattered.    Haemoglobin  62  per  cent,    .\mputation   ' 
lower  tbird  thigh.    Recovered. 

less  dangerous  procedure  to  a  patient  who  is  not  already 
suffering  from  shock  or  haemorrhage.  Chart  III  was  an 
example  of  amputation  under  spinal  anaesthesia,  and 
Chart  VIII  under  intravenous  ether,  both  in  cases  of 
severe  sepsis  but  in  which  the  initial  shock  of  injury  had 
passed  oil.  Chloroform  is  dangerous  even  in  this  type  of 
case  ;  Chart  IX  illustrates  a  fatal  example. 


Wounds  of  the  Head. 
Operations  on  the  head  may  be  performed  under  local 
anaesthesia.     All  tissues  of  the  scalp  are  infiltrated  in  a 
circle  surrounding  the  site  of  operation  with  a  solution  of 
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and  oxygen  is  administered   through   a   catheter   passed 
down  the  more  patent  of  the  two  nostrils. 

]Voundii  of  the  Chest. 
Ether  s'lould  not  be  administered  to  a  patient  with   a 
perforating   wound   oi    the  chest,  as   it  usually  provokes 
fresh   intrathoracic    haemorrhage.     For  small  operations, 
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Chart  VI, — .Anaesthesia  by  intravenous  ether.  Wound  of  leg 
six  days.  Secondary  haemorrhage  seven  hours  before  operation. 
Amputation  mid-thigh  ;  collapse  and  death  eighty  minutes  after. 

such  as  the  i-esection  of  a  rib,  local  anaesthesia  should  be 
employed.  The  intercostal  nerves  of  tiie  rib  to  be  resected 
and  the  rib  above  are  blocked  by  injection  of  a  solution  of 
novocain  and  adrenalin  into  the  subcostal  grooves  close 
to  the  angles  of  the  ribs.  For  more  extensive  operations, 
requiring  general  anaesthesia,  we  give  a  preliminary  injec- 
tion of  morphine  gr.  J,  hyoscine  gr.  ^Jg,  and  atropine 
gr.  j-Jjj.  and  follow  this  with  a  minimal  amount  of  warm 
chloroform  vapour  with  oxygen. 

Wounds  of  the  Abdomen. 
For  these  cases  we  have  found  the  most  satisfactory 
anaesthetic  to  be  a  warmed  mi.xture  of  ether  vapour  and 
oxygen.  Compared  with  "  open  ether,"  we  find  that  the 
warm  vapour  gives  a  more  rapid  and  quiet  induction, 
easier  breathing,  and  diminished  heat  loss  during  operation 
and  less  vomiting  afterwards. 
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CuAUT  V. — Anaesthesia  by  intravenous  ether.  \Yound  of  thigh 
twenty-two  hours;  femur  fractured.  Haemoglobin  84  per  cent. 
Operation  conservative.    Recovered. 


Chaht  VII.  — .Anaesthesia  by  gas  and  oxygen.  Wound  of  tliigh 
twenty-one  hours  :  femur  shattered.  I'atient  pale  and  vomiting. 
Haemoglobin  82  i)er  cent.     .-Vmputation  mid-thigh.     Recovered. 


novocain  and  adrenalin.  No  pain  is  felt  even  when  bono 
and  dura  are  dealt  with.  On  the  other  hand,  the  forcible 
cutting  of  bone  is  disturbing  to  the  patient,  so  that  where 
mentality  is  unimpaired,  hyoscine  and  morphine  should  be 
given  an  hour  before  operation.  If  general  anaesthesia  is 
preferred,  this  may  be  obtained  safely  and  conveniently 
■with  Shinwav's  aonaratus.     A  warmed  mixture  of  ether 


Men  wounded  in  the  abdomen  are  especially  liable  to 
develop  bronchitis,  perhaps  owing  to  deficient  movement 
of  the  lower  part  of  the  chest.  In  a  series  of  these  cases 
anaesthetized  with  open  ether,  54  per  cent,  developed 
bronchitis  after  operation.  In  a  comparable  series 
anaesthetized  with  warm  ether  vapour,  the  percentage 
of  bronchitis  was  only  14.7. 
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Blood  Pressure  duriiuj  Operations  on  (he  Wounded 
Abdomen. 
During  tlie  course  of  an  ether  vapour  auaestlietic  the 
blood  pressure  shows  a  tendency  to  rise,  but  if  tliere  is 
inucli  manipulation  of  gut  and  mesentery,  it  will  gradually 
fall.  The  jirocess  may  be  contthued  for  hours  without  the 
pressure  tailing  to  a  dangerous  level.     Exposure   of   gut 
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Chakt  VJIT, — Anaesthesia  by  intravenous  ether.  Wonnds  of 
botli  tlii^hs  tiftoen  days.  J^eft  tbi;ih  anu)utated  thirteen  days. 
Severe  sepsis,  persistent  liict^ont^li  and  vomiting.  Amputation  lower 
tliird  riglit  tliif^h.    Recovered. 

outside  the  abdominal  cavity  produces  a  much  more 
serious  effect.  U  more  than  two  or  three  feet  are  ex- 
posed, the  blood  pressure  will  commence  to  fall  after  a 
few  minutes,  and  will  continue  to  fall  rapidly  until  the  gut 
is  replaced.  This  effect  is  seen  when  stomach  and 
omentum  are  exposed,  and  even  with  great  omentum 
alone.  The  indication  is  that  surgeons  should  make  big 
incisions,  and  woilc  as  far  as  possible  with  tlie  gut  lying 
inside  the  abdomen.  Covering  the  exposed  gut  with  pads 
wrung  out  in  hot  saline  does  not  prevent  the  fall  of  blood 
pressure. 

Exposure  of  gut  produces  far  less  effect  if  the  patient  is 
not  under  an  anaesthetic.     We  have  seen  men  arrive  from 
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CriAUT  IX. — Anaesth(;sia  by  clllorofonn  va|K>nr.  Wound  of  le^' 
sevtui  (!)i>s.  Seoondnry  anumtation  lower  third  thi^h.  Death 
ten  hours  alter  operation. 

the  line  witli  several  feet  of  intestine  jirolapsed  through  a 
wound,  yet  their  blood  pressui'e  was  within  normal  limits. 
J  u  one  case  moi-(!  than  two-thirds  of  the  snuill  gut  had 
liecii  outside  the  abdominal  cavity  for  at  least  four  hours, 
and  this  man's  blood  )>r(ssurc  was  142  mm.  of  mercury, 
and  his  pulse  I'ate  only  108.     The;  patient  recovered. 

Apart  from  copious  haemorrhage,  there  is  one  other 
])i'oc(uhii-('  which  (■auses  rapid  tall  of  blood  pressure  in 
ahdoiuinal  oiicritliims.     Tliis  is  tui-uiug   tlie  patient  on  liis 


side.  Tlie  effect  is  only  seen  if  the  patient  has  been  under 
the  anaesthetic  for  a  considerable  time  before  being 
turned.  .\t  the  end  of  an  abdominal  operation  the  patient 
may  be  in  good  condition.  Jle  is  then  turned  on  the  right 
or  left  side  so  that  the  surgeon  may  excise  a  wound  in  the 
back.  In  a  few  minutes  there  is  a  great  fall  of  blood 
pressure,  and  the  radial  pulse  disappears.  It  may  be 
hours  before  the  patient  recovers  this  lost  ground.  If 
possible,  wounds  of  the  back  should  be  dealt  with  before 
laparotomy,  as  turning  the  patient  has  no  ill  effect  during 
the  first  half-hour  of  an  ether  anaesthesia. 

If  chloroform  be  used  in  these  abdominal  operations,  the 
blood  pressure  will  fall  during  administration  and  for  some 
hours  afterwards.  This  drug  is  therefore  to  be  avoided 
except  where  ether  is  contraindicated,  as  in  cases  in  which 
projectiles  have  penetrated  the  chest  as  well  as  the 
abdomen. 

The  intrathecal  administration  of  stovainc  is  unsafe, 
and  should  not  be  ciuploycd. 

III.  Patiknts  with  Sepsis. 
The  patient  wlio.se  condition  is  rendered  grave  by  sepsis 
will  stand  an  amputation  far  better  than  the  man  who  is 
suffering  from  shock.  In  the  septic  case,  gas  and  oxygen 
again  gives  excellent  results,  but  spinal  anaesthesia,  Avarni 
ether  vapour,  and  intravenous  ether  are  also  comparatively 
safe.  Chloroform,  however,  is  to  be  avoided,  as  it  is  often 
followed  by  a  slow  fall  of  blood  pressure  which  ends  in 
death  during  the  twelve  hours  succeeding  operation. 


THE    COLOUU    CHANGES    SEKX    IN    SKIN  AND 
MUSCLE    IN    GAS    GANGRENE. 

[With  Coloukkd  PL.vrES.] 

II Y 

Colonel   CUTHBERT   WALLACE,  C.AI.G.,  A.M.S., 

Consulting  Scugkon.  British  .\rmii:s  in  Fkance. 

A  SHORT  time  ago'  I  ventured  to  support  Kenneth 
Taylor's  statement  that  gas  gangrene  was  primarily  and 
mainly  a  disease  of  muscle.  Further  work  and  observa- 
tion have  only  strengthened  this  belief.  It  is  the  object 
of  this  paper  to  describe  the  naked-ej-e  alterations  in  the 
appearances  of  the  skin  and  muscle  in  the  sequence  in 
which  they  occur. 

Through  the  kindness  of  the  ^Medical  Research  Com- 
mittee I  am  able  to  illustrate  some  of  the  changes  by  the 
reproduction  of  coloured  drawings  made  by  Sergeant  A.  K. 
Maxwell,  U..-V.M.C.  1  should  like  to  take  the  opportunity 
of  congratulating  him  on  the  skill  he  lias  displayed  iu 
catching  the  delicate  tints  in  the  colour  changes. 

Colour  CItiint/cs  in  the  Skin. 

The  changes  in  the  skin  of  an  affected  limb  may  share 
in  the  general  icteric  tint  that  affects  the  whole  body  in 
some  cases.  This  has  been  well  portrayed  elsewhere,'^  and 
need  not  detain  us  hero.  Coming  to  the  more  local  lesions, 
it  is  first  necessary  to  state  that  the  skin  of  an  aflected 
limb  may  appear,  and  usually  is,  perfectly  normal  in  the 
early  stages;  even  under  a  normal  skin,  liowever,  the 
disease  in  the  muscles  may  be  so  far  advanced  as  to 
necessitate  amputation.  The  first  essential  change  in  the 
colour  of  the  skin  is  due  simply  to  the  swelling  of  the 
limb.  At  this  stag<!  the  skin  looks  somewhat  tense,  just 
as  it  does  over  any  deep-seated  swelling,  and  is  paler 
than  normal,  owing  to  the  blood  being  driven  out  of  it 
by  pressure.  Kesonancc  to  percussion,  and  even  crepita- 
tions, may  be  peree|)tible  at  this  stage.  Simple  pallor  of 
the  skin  is  succeeded  by  a  dirty  cream  tint,  which  may  bo 
taken  to  indicate  that  gangrene  is  certainly  estal>lished. 
Vp  to  this  stage  examination  through  an  incision 
may  reveal  only  partial  or  coiupletc  involvement  of  a 
single  muscle,  or  of  a  limited  group  of  muscles,  so 
that  the  conditiciu  may  be  suitable  for  treatment  by 
local  excision. 

Tlie  siibseiiuent  changes  in  the  skin  are  quicker  and 
more  dramatic.  .Areas  of  purple  staining  appear,  which 
enlargi^  and  coalesce.  'J'lic  margins  of  these  are  fairly 
distinct  but  irregular,  and  the  intervening  skin  is  greyish- 
white  in  colour.     Soon  then!  ap[)ear  blebs  tilled  with  tiuid 
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which  is  stained  by  altei'ed  blood ;  removal  of  tho  cuticle 
from  these  exposes  a  shiny  purple  red  area  of  dermis. 
When  this  condition  of  the  skin  is  reached  it  may  safely 
bo  inferred  that  the  gangrenous  process  is  so  far  advanced 
as  to  necessitate  amputation. 

In  the  last  stage  to  which  reference  need  be  made,  the 
purple  is  succeeded  by  a  dark  yellow-green  tint.  It  will 
be  seen  that  these  later  changes  are  identical  with  what 
may  occur  in  any  limb  after  death,  and  are  essentially 
jwst-morteiii  phenomena  due  to  bacterial  action.  The  lato 
colour  changes  may  be  influenced  according  to  the  relative 
parts  played  by  bacterial  action  on  the  one  hand  and  by 
arrest  of  blood  supply  on  the  other.  Thus,  near  an  infected 
wound  the  yellow-green  tint  may  develop  early,  whereas 
in  a  segment  of  limb  infected  only  after  its  blood  supply 
has  been  cut  off,  the  stage  of  purple  discoloration  may  still 
predominate  at  operation. 

Figure  I  is  a  drawing  made  from  a  forearm  which  was 
amputated  on  account  of  gas  gangrene.  The  projectile 
passed  across  the  flexor  aspect  of  the  forearm,  causing 
great  laceration  of  the  muscles.  The  whole  of  the  muscles 
on  the  flexor  aspect  were  gangrenous,  the  change  being 
most  advanced  in  the  deep  flexors  and  the  supinator  brevis, 
which  were  diffluent.  There  was  in  this  case  ample 
opportunity  for  direct  infection  of  the  different  muscles. 
Tlie  main  arteries  were  intact,  so  that  the  gangrenous 
process  was  entirely  due  to  infection ;  in  other  words,  it 
was  not  a  case  of  infection 

after  arterial  death,  but  of     0  -^ 

infection  producing  total 
destruction  of  the  muscles 
and  consequently  of  the 
skin  and  subcutaneous 
tissues.  The  drawing 
speaks  for  itself  and  re- 
quires but  little  explana- 
tion. It  shows  the  purple 
mottling  of  the  skin,  and 
the  contrast  between  the 
infected  flexor  muscles 
seen  througli  the  wound 
and  the  normal-coloured 
muscle  by  the  side  of  the 
cut  humerus. 

There  is  another  change 
in  the  skin  —  namely, 
"  bronzing,"  to  which 
allusion  must  be  made 
because  it  has  attracted 
considerable  notice.  It  is 
regretted  that  no  example 

of  this  could  be  obtained      

while      the      artist      was 

present,  but  a  coloured  drawing  of  the  condition  lias  been 
published  elsewhere.''  The  plate  was  merely  described  as 
"  multiple  shell  wounds,"  but  the  bronzed  area  can  be  well 
seen  over  the  hollow  part  of  the  man's  back.  This  colour 
change  is  not  common,  in  my  experience,  on  tho  limbs,  but 
is  seen  more  often  on  the  body,  especially  in  connexion 
with  wounds  of  the  extraperitoneal  part  ot  the  colon. 
Sometimes  it  is  accompanied  by  crepitations  of  the  sub- 
cutaneous tissue,  but  is  often  found  without  this  manifesta- 
tion. The  tissue  beneath  is  sometimes  normal,  or  only 
sliglitly  oedematous,  sometimes  distinctly  oedematous, 
sometimes  yellow-green  in  colour.  At  one  time  this  dis- 
coloration is  the  herald  of  a  violent  infection  which  cannot 
be  controlled  by  incisions,  at  another  time  it  will  disappear 
without  treatment.  The  causal  agent  is,  so  far  as  I  am 
aware,  unknown. 

Colour  Changes  in  the  Muscles. 
Figure  II  represents  a  dissection  of  the  thigh  of  a  man 
who  died  from  rimltiple  injuries  and  gas  gangrene  of  the 
thigh.  A  wound  is  present  over  the  vastus  externus,  part 
of  which  has  been  carried  away.  The  resulting  dirty 
cavity  can  be  seen,  as  can  also  tho  infected  subcutaneous 
tissue,  which  is  of  a  dirty  yoUowish-grecn  hue.  The 
vastus  externus,  although  woimded,  did  not  become  gas- 
gangrenous;  this  may  be  attributed,  perhaps,  to  the  open 
nature  of  the  wound.  The  missile  passed  behind  the 
rectus  tendon,  and  was  found  lodged  against  the  fibres  of 
the  vastus  internus.  The  point  of  interest  lies  in  tlic  con- 
dition of  the  latter  muscle,  which  was  gas-gangrenous 
throughout.     The  change  in  the  colour  of  the   muscle  is  a 


DESCRIPTION    OF    COLOURED     PLATE. 

Fiiiures  VIII.  IX.  and  X  represent  tho  conditions  found  at  different 
levels  in  a  single  blocli  of  tissue  from  tlie  advancinji  margin  of  gas 
ganfirene.  I5et\veeii  Figure  VIII  and  Figure  IX  there  is  an  interval  of 
2.5  mm.  of  lengtli,  and  the  same  distance  between  Figures  IX  and  X. 

Fig.  VIII. — Normal  muscle  in  transverse  section,  just  beyond  the 
edge  of  the  spreading  gangrene.    (Haemalum  and  eosin.) 

Fig,  IX.— Muscle  from  as  nearly  as  possible  the  visible  advancing 
edge.  Note  the  marked  contrast  between  the  dead  coagulated  fibres, 
which  are  separated  olT  from  their  sheaths,  and  the  paler  normal 
fibres,    (Haemalum  and  eosin.) 

Fig.  X. — All  the  fibres  are  here  degenerated,  but  their  sarcolemmil 
nuclei  still  appear  intact,  Sei>aratiou  of  the  fibres  from  their  sheaths 
is  everywhere  complete.    (Haemalum  and  eosin) 

Fig.  XL— This  shows  the  distribution  of  organisms  at  a  compara- 
tively early  stage.  There  are  large  numbers  of  bacilli  in  the  reticulum, 
but  they  have  not  yet  invaded  tlie  fibres.  This  stage  is  slightly  more 
advanced  than  that  depicted  in  Fig,  X,  and  the  nuclei  of  the  sarco- 
leniina  have  disapiieared.    (Leishman's  stain,) 

Fig,  XII. — Phagocytosis  of  anaerobic  bacilli  in  a  zone  where  the 
process  of  gas  gangrene  has  been  arrested.  The  leucocytic  reaction  is 
in  remarkable  contrast  with  the  previous  figures.    (Leishman's  stain,) 

Fig,  XIII  — A  lato  stage  of  gas  gangrene,  showing  complete  disintegra- 
tion of  muscular  fibres  and  reticulum,  in  this  material  organisms 
were  present  in  large  numbers,  and  frequently  in  the  substance  of  the 
fibres.    (Haemalum  and  eosin,) 


subtle  one,  but  can  be  easily  seen.  Although  not  so 
apparent  in  the  reproduction,  the  same  change  was  present 
in  the  outer  edge  of  the  lower  part  of  the  sartorius,  just 
where  it  lay  in  apposition  to  the  vastus  externus.  The 
colour  of  the  vastus  externus  is  altered  from  the  normal 
red-purple  to  a  brick-red.  The  whole  muscle  was  dead 
and  non-contractile,  and  some  bubbles  of  gas  were  visible 
between  the  fasciculi.  It  is  to  this  stage  that  I  have  given 
the  name  "  red  death."  The  other  muscles  of  the  thigh 
were  not  affected.  Death  occurred  in  this  case  fifty-six 
hours  after  the  wound  was  received,  and  tho  condition  of 
the  thigh  was  found  at  the  post-mortem  examination. 

The  intermuscular  connective  tissue  showed  but  little 
alteration  in  this  specimen.  This  is  often  the  case,  but  at 
other  times  there  are  distinct  alteraiions.  Gas  may  be 
found  abundantly  along  the  great  vessels,  and  also  com- 
monly in  the  subcutaneous  tissues.  It  is  important  to  note 
that  cultures  from  such  gaseous  tissues  may  prove  sterile. 
At  other  times  the  connective  tissue  is  oedematous  with- 
out being  discoloured,  and  occasionally  the  appearance  is 
distinctly  gelatinous.  Later,  the  oedematous  tissue  takes 
on  a  yellow  or  yellowish- green  colour,  but  still  remains 
transparent. 

Figure  III  exhibits  the  changes  in  the  subcutaneous 
tissues  in  a  striking  degree. 

In  this  case  there  was  a  compound  fracture  of  the 
humerus  just  above  tiie  elbow-joint,  and,  in  addition,  a 

penetrating  wound  of  the 
chest.  Tho  iiatient's  con- 
dition was  so  precarious 
that  amputation  was  con- 
sidered the  best  course, 
especially  as  there  was  no 
radial  pulse. 

The  case  is  a  beautiful 
example  of  the  involve- 
ment of  a  single  wounded 
muscle,  and  would  have 
been  an  ideal  one  for  a 
local  excision  had  not  the 
arm  been  shattered  and 
the  man's  condition  dan- 
gerous. The  supinator 
longus  is  seen  in  tlie 
diffluent  stage  of  gas  gan- 
grene. The  muscle  was 
yellowish-green  in  colour, 
and  quite  devoid  of  form 
or  tone.  It  was  so  soft 
that  it  could  be  moulded 
or  dented  with  the  finger. 
The  greenish-yellow  color- 
ation and  oedematous  state 
of  the  subcutaneous  tissue  are  well  seen,  although  before 
the  skin  was  reflected  the  external  appearances  wore  not 
marked.  The  other  mu.scles  of  the  forearm,  as  can  be 
seen  in  the  drawing,  were  normal  and  still  readily  con- 
tractile when  examined. 

In  the  small  segments  of  muscle  shown  in  Figures  IV, 
V,  VI,  and  VII  it  is  possible  to  trace  the  colour  changes  in 
greater  detail.  All  the  pieces  shown  were  taken  from  the 
gluteus  maximus  muscle,  except  one  (Fig.  VII),  which  is  a 
portion  of  a  tibialis  anticus  muscle. 

Figure  IV  is  drawn  to  represent  the  normal  colour  of 
gluteus  maximus  muscle,  the  actual  specimen  being  taken 
soon  after  death  from  a  patient  who  died  of  acute  peri- 
tonitis. The  normal  colour,  sharpness  of  outline,  and 
general  appearance  of  the  fasciculi,  show  that  the  muscle 
was  healthy. 

Figure  V  shows  a  piece  of  muscle  which  was  dead, 
non- contractile,  crepitant  to  the  touch,  and  brick-red 
in  colour.  The  bubbles  of  gas,  or  rather  the  spaces  once 
occupied  by  them,  are  distinctly  seen.  In  this  stage 
the  muscle  is  very  friable,  and  the  gas  can,  by  gentle 
stroking,  be  pushed  about  from  place  to  place  between 
the  fibres. 

Hetween  the  normal  contractile  muscle,  as  represented 
in  Figure  IV,  and  the  condition  of  "red  death"  secu  in 
Figure  V,  there  occurs  a  zone  of  demarcation  which  it  has 
not  been  possible  to  portray.  Here,  at  the  limit  of  the 
advancing  gangrene,  tho  muscle  is  simply  lighter  in 
colour  than  normal,  but  not  definitely  red.  It  is  firmer 
in  consistence  thau  the  normal,  and  no  crepitation  can  be 
made  out.     This  advancing  edge  is  more  fully  discussed. 
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ill   the    paper   by    Captaiu   J.     \V.    McNou    and    Ciptaiii 
.1.  Sliaw  Dunn. 

Fiyuie  VI  shows  a  piece  of  muscle  fioni  the  tibialis 
anticus  at  a  fui'thei'  stage  in  the  ganj^reuous  process. 
The  colour  is  now  passing  gradually  from  brick-red  to 
an  olive-green.  The  tissue  has  become  more  friable, 
and  the  consistence  luily  almost  be  described  as 
"  putty-like." 

Figure  VII  exliibits  an  end-stage,  which  is  not  often 
seen  at  operation.  The  colour  of  the  muscle  is  a  greenish- 
black,  and  the  surface  is  glistening.  Such  a  piece  of 
muscle  is  so  soft  that  it  tends  to  flatten  out  and  spread 
over  the  surface  on  which  it  is  placed. 

In  Figure  III  the  condition  of  the  supinator  longus  is 
intermediate  between  the  stages  depicted  in  Figure  YI 
and  Figure  VII  respectively. 

I  must  thank  Captain  J.  \V.  McXee  and  Captain  J.  Shaw 
Dunn  for  the  care  and  trouble  they  have  taken  to  prepare 
the  specimens  from  which  the  drawings  were  made. 

Lieutenant-Colonel  Fraukau  and  Captains  Neligan  and 
Drummond  in  their  paper  demonstrate  the  clinical  use 
that  can  be  made  of  the  pathological  fact — namely,  the 
involvement  of  single  muscles  in  early  cases  of  gas 
gangrene. 

Rf.fI':i{|'',N('ks. 

'  HuiTiHii  Medical  .Iohrnai.,  Suptember  16th.  1916.  ''  British 
Journal  0/  Surgery,  vol.  iii,  No.  9.     '^  Ibid.,  vol.  iv,  No.  13,  p.  57. 
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INTO    LIVING    MUSCLE. 

[With  Colouukd  Pl.^te.] 

BY 

C.u>TAi.\  ,T.  W.  MlXEE,  M.D.,  U.A,M.C., 

A  -\  I  > 

Captain  J.  SHAW  DUNN".  M.A.,  M.D.,  ll.A.M.C. 

.    (A  Report  to  the  Medical  Researcli  Coiinnittoe  from  a  Jlobile 
Ijaboratory  in  France.) 


This  contribution  to  the  pathology  of  gas  gangrene  deals 
primarily  with  the  method  of  sjjread  of  the  acute  disease 
into  living  muscle. 

In  our  experience  gas  gangrene  is  essentially  a  muscle 
disease,  and  we  have  never  seen  it  commence  where  injury 
of  muscle  could  be  excluded.  The  somewhat  rare  cases  of 
"  metastatic  "  gas  gangrene,  siicli  as  those  de.scribed  by 
Mullally  and  McNee,'  Kenneth  Taylor,-  etc.,  come  into  the 
same  category,  the  primary  focus  in  every  instance  being 
in  damaged  muscular  tissue.  No  example  of  gas  gangrene 
beginning  in,  and  remaining  localized  to,  the  subcutaneous 
tissue  has  been  met  with,  and  a  condition  spreading 
below  the  skin  wliich  is  met  with  in  base  hospitals  would 
appear  to  merit  some  special  investigation  before  a  relation- 
ship to  the  general  type  of  gas  gangrene  can  be  established. 

Clinically,  the  rapidity  of  spread  of  gas  gangrene  into 
living  muscle,  once  the  disease  has  begun,  is  so  remark- 
able as  to  demand  some  definite  explanation  such  as  has 
been  sought  for  by  histological  methods  and  is  suggested 
here. 

The  varieties  of  the  acute  disease  investigated  in  this 
way  are  sufficiently  indicated  in  the  articles  published  by 
Cuthbert  Wallace,and  by  Frankau,  Drummond,  and  Neligan. 
Part  of  our  histological  material,  indeed,  was  obtained  from 
the  actual  cases  described  by  these  writers. 

The  disease  may  commence  in  a  wouncbnl  limb  within 
an  extraordinarily  short  time  after  the  injury.  The  earliest 
case  of  gas  gangrene  examined  histologically  showed  the 
condition  already  established  three  and  a  half  hours  after 
the  wound  w,as  received,  and  we  have  seen  massive  gas 
gangrene  of  a  limb  lead  to  a  fatal  issue  twelve  hours  after 
a  wound  of  the  thigh. 

A  point  worth  notice  is  that  death  may  occur  quickly, 
following  a  comparatively  slight  wound,  when  examination 
poxl  miirtem,  shows  gas  gangrene  involving  only  a  small 
bulk  of  actual  mu.scle  tissue.  The  material  elaborated  by 
the  bacilli,  therefore,  whether  it  be  a  true  toxin  or  not, 
is  at  any  rate  a  ])owerfnl  systemi<!  poison.  Sir  .Anthony 
Bowlby  has  j)ointed  out  to  us  tli.at  cases  of  this  kind  may 
very  readily  be  mistaken  for  death  from  shock  alone. 

Wounds  involving  main  blood  vessels — for  example,  the 
popliteal    artery — are    notorious    for    the    frequency    with 


which  gas  gangrene  develops  in  the  distal  segment  of  the 
limb,  and  it  is  necessary  to  point  out  here  that  there  are 
ditt'erences  between  the  spread  of  gas  gangrene  following 
such  an  injury  and  the  invasion  of  living  muscle.  Where 
the  main  artery  is  cut.  massive  or  "grou])"  gangrene 
generally  occurs,  whole  groups  of  muscles  being  involved 
from  end  to  end  simultaneously  by  the  growth  of 
organisms  thronghout  the  muscles  from  which  the  blood 
supply  has  been  cut  off. 

The  spread  of  gas  gaugrene  into  living  and  healthy 
muscle,  with  an  intact  blood  supply,  is  a  different  and  less 
easy  problem,  with  the  solution  of  which  this  paper  is 
mainly  couceined.  With  regard  to  this,  two  facts  must 
here  be  briefly  brought  to  mind.  One  of  these  is  the 
clinical  observation,  now  well  established  and  borne  out 
b}'  the  microscope,  that  gas  gangrene  tends  to  spread  in 
the  longitudinal  axis  of  muscles,  so  that  single  muscles  are 
involved  from  end  to  end  while  neighbouring  ones  are 
untouched.  It  must  also  be  remembered  that  individual 
muscle  fibres  stretch  without  interruption  from  one 
tendinous  attachment  to  the  other. 

It  is  essential,  in  investigating  the  spread  into  muscle,  to 
work  on  material  which  is  absolutely  fresh.  Most  of  the 
examinations  have  been  made  on  limbs  amputated  for  gas 
gangrene,  and  brought  at  once  to  the  laboratory  while  the 
healthy  muscles  were  still  contractile.  Other  tissues 
examined  were  either  from  single  muscles  removed  by 
operation  or  from  jjost-mortem  examinations  carried  out 
within  an  hour  or  two  at  most  after  death.  Unless  fresh 
material  is  used,  quite  fallacious  conclusions  may  be 
drawn,  since,  especially  in  summer  time,  the  organisms 
proliferate  and  produce  gas  with  extreme  rapidity  in  the 
warm  body  after  death. 

In  amputated  limbs,  and  in  the  stumps  left  at  opera- 
tions, we  have  liad  ample  opportunity  of  proving  that  the 
anaerobic  organisms  are  present  in  the  healthy  muscle  at 
a  considerable  distance  from  the  actual  seat  of  the  gan- 
grene. Thus  the  presence  of  the  organisms  in  the  muscles, 
even  though  abundant,  does  not  constitute  gas  gangrene, 
and,  indeed,  such  infected  muscles  may  never  become 
gangrenous.  This  is  well  seen  in  amputation  stumps, 
known  to  be  infected,  but  in  which  no  recrudescence  of 
the  gaugrene  occurs  after  the  operation,  in  a  majority  of 
cases. 

BACTKltlOLOGY. 

The  bacteriology  of  the  acute  disease  will  be  referred  to 
only  briefly,  as  so  much  has  already  been  published  on  the 
varieties  of  anaerobic  bacilli  to  be  found.  It  is  enough  to 
say  that  all  our  work  has  been  done  on  acute  and  often 
fulminating  cases,  such  as  are  seen  in  casualty  clear- 
ing stations  on  the  front.  In  these  cases  mi.xod  an- 
aiirobic  infections  are  the  rule,  but  sufficient  work  has 
been  done  in  isolating  the  different  organisms  to  incriminate 
the  Bacillus  ai-nx/cnes  caj>nnliitits  (B.  perfriiigens)  as  the 
commonest  and  most  abundant  organism  present.  It  appears 
often  to  be  the  only  organism  which  is  isolated  from  the 
spreading  margin  of  the  gangrene  at  a  distance  from  the 
wound.  The  biology  of  this  organism,  with  its  powerful 
fermentative  action  on  sugars  and  resulting  evolution  of 
gas,  fits  in  very  well  with  the  extraordinary  rapidity  of 
spi'cad  of  acute  gas  gaugrene. 

.-V  number  of  experiments  to  reproduce  a  spreading  gas 
gangrene!  have  been  carried  out  in  animals  to  amplify  and 
confirm  the  findings  in  human  tissues.  These  will  be 
referred  to  again  later  on. 


IIISTOLOIUCAL    ChA.N(1KS. 

The  material  examined  histologically  was  almost  always 
embedded  in  paraffin,  after  fixation  in  10  per  cent,  for- 
malin, or  in  corrosive  sublimate :  frozen  sections  and 
tissue  fixed  by  boiling  were  also  used  for  the  investiga- 
tion of  certain  important  jioints.  Muscle  taken  for  exami- 
nation must  be  handled  with  great  care  or  fallacies  from 
artificial  separation  of  the  fibres  may  arise.  The  histology 
of  single  muscles,  removed  at  operation  and  necessarily 
pulled  on  in  the  act,  required,  therefore,  careful  considera- 
tion before  conclusions  could  be  drawn  from  the  sections. 
The  best  material  was  obtained  from  amputated  limbs,  in 
which  the  individual  muscles  could  bo  carefully  dissected, 
and  pieces  cut  out  with  a  sharp  knife  or  razor,  all  pulling 
being  avoided. 

In  a  few  cases  only  wo  have  had  the  good  fortune  to 
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obtain  a  muscle  with  faiily  loug  tibi'es,  in  which  the  ad- 
vancing edge  of  a  spreading  gas  gangrene  could  bo  clearly 
recognized.  It  is  from  these  fortunate  instances,  however, 
by  the  examination  of  serial  sections,  that  most  of  the  in- 
formation has  been  obtained  of  the  method  of  spread. 
Macroscopically  the  appearance  of  this  spreading  margin 
is  interesting.  It  is  sometimes  fairly  sharp,  but  in  other 
instances  is  irregular,  from  the  process  having  spread 
further  along  some  fibres  than  others.  The  muscle  fibres 
at  the  margin  ai'c  paler  and  duller  than  the  normal,  but 
the  colour  change  is  little  more  than  might  be  accounted 
for  by  total  absence  of  blood  in  the  part  involved.  The 
outer  limit  of  tlie  process,  while  indefinite,  can  be  mapped 
out  fairly  closely  if  the  liealthy  muscle  bej'ond  is  still 
contractile  (in  tissues  examined  very  soon  after  amputa- 
tion), as  contractility  is  lost  in  the  part  becoming  gan- 
grenous. At  the  advancing  edge  also  the  muscle  tissue  is 
very  much  firmer  to  touch  than  the  healthy  fibres  beyond, 
and  this  firmness  passes  back  into  the  obviously  gangrenous 
muscle  behind. 

Wlien  the  whole  of  the  advancing  edge  is  cut  out,  along 
with  a  margin  of  tissue  on  either  side  of  it,  and  examined 
in  serial  tran.sverse  sections,  the  appearances  presented 
are  very  striking,  and  ai'e  shown  in  the  first  three 
microscopic  drawings  (Figs.  VIII,  IX,  and  X). 

Figure  VIII  represents  the  muscle  in  transverse  section 
just  beyond  the  furthest  limit  of  the  advancing  gangrene  ; 
the  muscle  here  was  still  healthy  and  contractile.  '  The 
muscle  fibres  appear  normal,  and  are  seen  to  bo  made  up 
of  fibrils  which  show  as  dots  in  the  transverse  section. 
The  cracks  in  the  fibres  are  artefacts  produced  in  the 
cutting  of  the  paraffin  .sections.  They  occur  so  constantly 
in  transverse  sections  of  normal  fibres  that  they  can 
almost  be  taken  as  characteristic  of  healthy  muscle.  The 
flattened  nuclei  of  the  sarcolemma  are  well  seen,  and  also 
the  interstitial  tissue  between  the  fibres,  which  carries  the 
blood  vessels,  lymphatics,  etc. 

Figure  IX  is  from  a  section  taken  from  as  nearly  as 
possible  the  advancing  edge,  as  seen  by  the  naked  eye. 
The  muscle  here  had  lost  its  contractility.  Various 
normal  fibres  are  seen,  with  characters  as  above,  while 
others  exhibit  a  very  striking  change.  The  staining 
reaction  is  different,  being  an  almost  uniform  eosin  tint, 
while  the  dots  indicating  the  individual  fibrils  are  lost. 
These  fibres  are  not  shrunken,  but  on  measurement  are 
often  found  to  be  somewhat  swollen.  In  spite  of  this, 
liovvever,  these  fibres  are  well  separated  off  from  the  inter- 
stitial connective  tissue,  to  leave  what  appears  in  the 
section  as  a  clear  space.  Occasionally  tlie  separation 
of  reticulum  from  fibre  is  partial,  and  confined  to  a  sector 
only;  but  even  in  such  instances  tlie  fibre  still  shows  the 
uniform  eosin  tint  indicative  of  degeneration.  The  sarco- 
lemmal  nuclei  of  the  separated  fibres  still  stain  brightly. 
The  contents  of  the  spaces  between  the  altered  fibres  and 
the  interstitial  meshwork  will  be  discussed  later,  and  it 
may  simply  be  noted  here  that  such  fibres  are  obviously 
cut  off  from  their  blood  supply  in  the  interstitial  tissue. 

Figure  X  is  from  a  section  taken  from  the  tissue 
2J  mm.  behind  the  one  just  mentioned,  and  in  it  all  the 
fibres  have  undergone  the  degenerative  change  described 
above.  The  fibres  are"  all  separated  off  completely  from 
the  interstitial  tissue,  which  forms  a  regular  network 
between  them.  The  regularity  of  the  network  is  in  no 
way  exaggerated  in  the  drawing,  and  no  difference  would 
be  ob.served  in  a  colour  photograpli  of  many  of  our  sections. 
The  nuclei  of  the  sarcolemma  are  at  this  stage  stained  as 
in  the  normal  fibres. 

In  longitudinal  sections  of  tissue  taken  to  include  the 
advancing  edge,  the  process  is  less  striking  to  the  eye,  as 
it  is  impossible  to  get  complete  lengths  of  fibres  in  any  one 
longitudinal  section.  The  appearances  are  quite  easy  to 
follow,  however,  having  in  mind  the  information  obtained 
from  the  transverse  sections.  A  fibre  which  stains 
normally  can  often  be  traced  to  a  point  wliere,  quite 
suddenly  and  with  a  very  definite  edge,  the  colour  change 
to  the  strong  uniform  eosin  tint  is  met  with,  and  the 
normal  striation  disappears.  Practically  coinciding  with 
the  colour  change,  which  no  doubt  represents  the  margin 
of  death  of  the  fibre,  the  interstitial  tissue  is  seen  to 
separate  oft  and  leave  the  clear  space  which  is  so  obvious 
and  striking  in  the  transverse  sections. 

The  significance  of  these  observations  may  now  be  briefly 
dealt  with. 

In  transverse,  sections  stained  for  organisms  these  are 


found  far  bej'ond  the  edge  of  the  gangrene  in  the  inter- 
stitial tissue  between  the  healthy  fibres.  Wliat,  then, 
determines  the  advancing  death  of  the  individual  fibres '.' 
The  whole  (juestion  seems  to  us  to  be  bound  up  in  the 
contents  of  the  spaces  loft  between  the  degenerated  fibres 
and  the  meshwork  of  interstitial  tissue.  The  altered  fibres 
are  not  shrunken,  and  the  muscle  at  the  spreading  margin 
is  tumid  and  increased  in  bulk.  This  swelling  is  evidently 
due  to  the  extra  room  taken  up  by  the  spaces  described. 
It  was  a  tempting  view  to  take,  that  these  spaces  might 
be  filled  by  gas  alone,  which,  by  the  mechanical  efl'ect  of 
pressure  and  by  cutting  off  the  fibres  from  their  blood 
supply  in  the  interstitial  tissue,  might  lead  to  their 
sjjeedy  death.  Attempts  were  made  to  prove  this  view 
correct  by  cutting  thick  frozen  sections  of  fresh  unfixed 
tissues,  and  looking  for  evidence  of  gas  under  the  micro- 
scope, but  none  could  be  detected.  On  the  other  liand,  in 
tissues  fixed  in  corrosive  sublimate,  and  more  especiilly 
in  material  fi.xed  by  boiling  before  being  embedded  in 
paraffin,  evidences  of  amorphous  deposit  in  the  spaces 
were  found,  which  seemed  to  point  to  the  contents  being  a 
fluid.  .In  tissues  fixed  in  formalin,  from  which  the  drawings 
were  made,  the  spaces  almost  invariably  appeared  quite 
empty,  and  free  from  anything  which  stained.  Wc  there- 
fore are  of  opinion  that  a  toxic  fluid,  perhaps  similar  in 
constitution  to  the  oedema  which  always  accompanies  gas 
gangrene  to  a  greater  or  less  extent,  spreads  along  between 
the  interstitial  tissue  and  the  fibres,  killing  off  the  latter 
as  it  advances.  Once  the  fibres  are  killed,  the  anaerobic 
bacilli  live  on  them  practically  as  saprophytes,  breaking 
down  the  sugars  and  producing  abundant  gas.  This 
process  is  in  strong  contrast  to  what  03curs  in  healthy 
muscle,  where  the  presence  of  the  organisms  is  without 
effect  on  the  living  fibres. 

The  rapid  spread  of  the  disease  into  living  muscle  can, 
we  think,  be  explained  on  these  lines.  Fibres,  each  of 
which  stretch  without  interruption  for  a  considerable 
distance,  are  killed  in  the  manner  which  has  been 
described,  and  the  dead  tissue  is  then  rapidly  broken 
down  and  gas  formed.  The  circle  is  a  vicious  one,for  the 
toxic  fluid  which  spreads  between  the  fibres  is  no  doubt 
formed  in  the  gangrenous  tissue  behind,  and  so  the  con- 
dition spreads  until  the  ends  of  the  fibres  are  reached. 
This  view  also  gives  a  satisfactory  explanation  of  how 
single  muscles  may  be  found  gangrenous,  no  spread  having 
occurred  to  others  close  at  hand.  No  opinion  can  yet  be 
given  as  to  the  nature  of  the  toxic  fluid,  which  may  either 
be  a  true  bacterial  toxin  or  something  dependent  on  the 
breaking  down  of  tissues. 

Other  points  brought  out  by  histological  examination 
may  now  be  referred  to.  With  regard  to  the  route  followed 
by  the  organisms,  these  are,  at  the  spreading  edge,  never 
found  in  the  muscle  fibres  themselves,  but  are  practically 
confined  to  the  reticulum  (Fig.  XI).  When  the  fibres  are 
dead  and  being  broken  down,  the  bacilli  invade  the  dis- 
integrating fibres  in  numbers.  \t  a  later  stage  (Fig.  XIII) 
all  definite  muscular  structure  becomes  lost  and  gas  is 
present  abundantly  between  the  remnants  of  the  fibres. 
It  is  interesting  to  note  that  in  muscle  at  this  advanced 
stage  of  the  disease  the  number  of  organisms  appears 
much  less  than  in  the  spreading  zone.  This  is  evidently 
partly  due  to  many  organisms  staining  badly,  so  that 
ghost  forms  are  numerous.  It  seems  probable  that  this 
stage,  once  reached,  is  inimical  to  the  life  of  the  bacilli,  so 
that  many  are  destroyed  and  disappear. 

In  rapidly  spreading  gas  gangrene  leucocytes  are  gene- 
rally conspicuous  by  their  absence  in  the  muscular  tissue 
involved  (although  they  may  be  present  in  some  number 
in  the  interfascicular  planes).  The  mere  speed  of  pro- 
gression of  the  process  in  muscle  may  probably  account 
for  this,  as  a  leucocytic  reaction  takes  some  time  to 
develop.  AVhcre  the  spread  of  gas  gangrene  is  being 
arrested  in  mnscle,  great  leucocytic  invasion  is  present. 
This  is  well  shown  in  Fig.  XII,  taken  from  a  muscle  in  an 
amputation  stump.  Here  a  recrudescence  occurred  in  the 
stump,  but  was  arrested  after  spreading  a  few  inches  only. 
Macroscopically  a  very  definite  pale  zone  was  visible,  and 
in  section  abundant  phagocytosis  of  bacilli  by  polymorpho- 
nuclear leucocytes  was  found. 

Control  Experiments  on  Anbnal:i, 
A  considerable  number  of  experiments  have  been  carried 
out  in  animals  to  control  the  conclusions  arrived  at  by  the 
study  of  human  tissues.     Large  rabbits  were  used,  because 
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of  their  long  hiiij  legs,  iii  which  tlie  spi-ead  of  the  disease 
could  be  watched  at  different  stages.  Gas  gangi-ene  l)eiiig 
a  disease  of  muscle,  all  the  inoculations  were  made  intra- 
muscuiarly  into  the  gastrocnemius  or  soleus.  Several 
facts  of  considerable  interest  were  brought  out  : 

1.  A  spreading  gas  gangrene  of  the  limb,  (juite  com- 
parable with  the  same  disease  in  man,  could  be  produced 
in  rabbits,  sometimes  leading  to  a  fatal  result. 

2.  The  surest  method  of  inducing  this  result  was  by  the 
injectien  of  about  one  cubic  centimetre  of  the  fluid  ex- 
pressed from  a  human  nuiscle  showing  fairly  advanced 
gas  gangrene.  This  fluid  contained  abundant  bacilli,  and 
all  the  products  of  tissue  disintegration. 

3.  When  the  fluid  obtained  in  this  way  was  first  passed 
through  a  Berkefeld  V  filter  to  remove  the  organisms, 
intramuscular  injection  led  to  marked  local  necrosis  of 
umscic  fibres,  accompanied  by  considerable  leucocytic 
reaction.  No  spreading  oedema  or  separation  of  muscle 
fibres  at  all  comparable  with  that  described  in  human 
tissues  could  be  brought  about. 

4.  A  rapidly  spreading  fatal  gas  gangrene  was  produced 
in  one  instance  only  by  the  injection  of  a  pure  culture 
of  B.  peifringens  isolated  in  culture  from  a  fulminating 
luunan  case.  In  this  experiment  a  haematoma  of  con- 
siderable size  had  been  caused  in  the  nmscle  at  the  site  of 
inoculation,  and  this  may  have  provided  the  dead  tissue 
necessary  to  start  the  spreading  disease.  In  tissues  from 
this  aniuial  all  the  changes  noted  in  the  spreading  margin 
of  the  disease  in  man  were  perfectly  and  completely  re- 
produced. In  some  sections  normal  fibres  were  seen  lying 
side  by  side  with  others  of  a  deep  eosin  tint  and  separated 
off  from  the  reticulum.  At  another  place  the  appearances 
corresponded  exactly  with  those  shown  in  Fig.  X,  the 
sharpness  and  regularity  of  the  interstitial  network  being 
very  striking. 

5.  Other  experiments  carried  out  with  pure  cultures  of 
B.  pc)-frin(/ens,  isolated  from  human  cases,  led  only  to  a 
local  gangrene  at  the  seat  of  inoculation,  round  which 
a  none  of  granulation  tissue  quickly  formed,  completely 
walling  off  the  damaged  tissue. 

Conclusions. 

1.  The  rapidity  of  spread  of  gas  gangrene  into  living 
voluntary  muscle  is  so  remarkable  as  to  require  explana- 
tion by  a  different  process  from  that  which  governs 
ordinary  septic  invasion  of  tissues. 

2.  It  is  suggested  that  the  facts  are  accounted  for  by 
the  peculiar  anatomical  structure  of  muscular  tissue.  The 
sheaths  enclosing  the  long  individual  fibres  are  so  easily 
detachable  as  to  form  potential  spaces  into  which  toxic 
material  can  readily  pass,  causing  necrosis  of  the  fibres. 

3.  The  early  selective  invasion  of  single  muscles  is 
consistent  with  the  above  view. 

We  wish  to  thank  Colonel  Cuthbert  Wallace,  C.M.ti., 
consulting  surgeon,  for  his  help  and  interest  in  this  work. 
The  drawings  from  microscopic  sections  were  made  by 
Sergeant  A.  Iv.  Maxwell,  K..\.M.C.,  working  under  the 
ausjiices  of  the  Medical  Kcsearch  Committee. 
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-  Kenneth  Taylor,  Lancet,  Uecenibei-  23ril.  1916. 
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Amono  the  points  brought  forward  by  Colonel  Cuthbert 
Wallace  in  an  article  on  gas  gangrene;'  published  in  this 
.loi.'KNAL  some  months  ago  were  Uiv  following: 

1.  It    is    rare    to    mei't    gas    gangrrue     without    muscle 
injury. 

2.  It    is    chielly    a    disease    of     muscles,    and    is    rarely 
il.'uigeroiis  unless  muscle  is  iuvolvcnl. 


3.  The  lesion  in  its  early  stages  may  bo  described  as  a 
longitudinal  one,  running  up  and  down  the  wounded 
muscles  from  the  seat  of  the  lesion.  Muscles,  or  groups 
of  muscles,  are  involved,  while  others  escape. 

4.  It  is  rare  to  find  all  the  muscles  of  a  segment  of  a 
limb  involved,  save  in  a  segment  distal  to  one  in  which  the 
main  blood  supply  has  been  cut  off.  Thus  the  whole  leg 
dies  and  becomes  gaseous  when  the  femoral  artery  has 
been  blocked  in  the  thigh. 

5.  There  is  little  tendency  for  the  infection  to  pass  from 
one  muscle  to  another.  This  is  well  shown  in  aniputatioQ 
stumps,  where  one  muscle  dies  and  becomes  gaseous,  while 
the  rest  of  the  cut  muscles  remain  healthy. 

From  our  own  observations  in  clearing  stations  over  a 
period  ranging  up  to  twenty  one  months  it  is  abundantly 
clear  that  these  jjoints  cannot  be  controverted.  In  no  case 
have  we  seen  gas  gangrene  commencing  as  a  subcutaneous 
infection;  injured  muscle  is  in  all  cases  the  initial  focus, 
the  appearcince  of  crackling  in  the  subcutaneous  ti-sues 
being  a  secondary  phenomenon,  due  to  extravasation  of  gas 
from  the  infected  muscles  below. 

Kesection. 

In  view  of  this,  it  has  been  our  aim  to  model  our  treat- 
ment on  the  following  lines  as  soon  as  the  condition  is 
diagnosed  :  To  explore  the  primary  focus  with  a  view  to 
attempting  to  arrest  the  infection  in  the  muscle,  or  group 
of  muscles,  involved  by  resection  of  the  infected  areas. 
Such  resection  may,  as  will  be  seen  from  the  cases,  involve 
a  part  or  the  whole  of  single  muscles,  or  groups  of  muscles. 

Kesection  should  be  limited  to  cases  in  which  the  main 
vessel  of  the  limb  is  intact.  an<l  should  be  replaced  by 
amputation  where  the  operation  must  be  so  extensive  as  to 
be  likely  to  give  a  limb  which  would  be  of  less  value  than 
an  artificial  limb.  Extensive  resections,  however,  may  bo 
performed  regardless  of  the  ultimate  utility  of  the  limb  as 
a  life-saving  operation,  it  having  been  quite  clear  in  some 
of  the  cases  recorded  below  that  an  amputation,  as  in 
Case  XIII,  or  a  further  amputation,  in  Cases  vii  and  ix,  could 
not  have  been  carried  out  without  very  grave  risk  to  life. 
J{escction  should  e.xtend  until  muscle  is  reached  wdiicli  has 
the  following  characteristics : 

1.  The  colour  is  unchanged. 

2.  The  contractility  is  normal. 

3.  A  good  blood  supply  is  present,  as  indicated  by 
free  bleeding  from  the  cut  surface. 

Experience  has  shown  that  even  if  such  muscles  are,  as 
they  may  be,  slightly  infected,  free  drainage  and  an  open 
wound  will  arrest  further  develoijment  of  tlie  condition. 

After-  Treatment. 

The  treatment  of  cases  after  resection  is  carried  out  on 
the  following  lines:  (1)  The  dressings  are  reduced  to  the 
absolute  minimum — that  is,  one  or  two  layers  of  gauze  only 
are  placed  over  the  wound  so  as  to  allow  free  access  of  air 
and,  if  possible,  sunshine  to  the  wound  region  ;  (2)  con- 
stant or  intermittent  irrigation  of  the  wound  by  some 
modification  of  the  Carrel  method — eusol,  saline,  or 
hydrogen  peroxide  being  used  as  the  irrigating  fluid. 

In  connexion  with  the  cases  described  below,  the  point 
must  be  specially  emphasized  that  gas  gangrene  had 
already  developed  in  some  patients,  though  they  were 
admitted  a  very  short  time  after  being  wounded.  In  fact, 
in  units  at  the  front  cstablisheil  gas  gangrene  has  to  bo 
treated  ab  initio,  in  addition  to  gas  gangrene  developing  at 
a  later  stage. 

We  are  indebted  to  Colonid  Cuthbert  Wallace,  consulting 
surgeon  to  this  army,  for  advice  and  assistance  in  the 
treatment  of  these  cases,  and  to  C.aptain  J.  W.  McNeo 
and  liientenant  .1.  S.  Dunn,  of  No.  3  ilobile  Laboratory, 
I!  A.Jl.C.  for  the  bacteriological  and  pathological  invest! 
gations  they  have  iiiaile  in  the  cases. 

Cask  i. 

I.icut.  !■'..  woundeil  4  p.m.  on  Novemlier  2iul.  1916,  by  rille 
f;reuaile  fiagment ;  admitteil  at  7.15  p.m.  the  same  ilav,  that  is, 
lliree  and  a  i|Harter  hours  after  beuig  womnlcil. 

When  admitted  lie  was  clearly  very  ill,  althoufjh  he  arrived 
as  a  walUing  case;  his  pulse  was  120,  of  poor  (iiiality  anil 
iiTc^ular.  his  toiif4i'e  was  furred,  and  his  features  j)iiiclied  and 
worn.  There  was  an  irregular  wouiul  the  size  t)f  a  threepenny  - 
|iiece  (tliat  is,  abont  1.6  cm.  in  iliameter)  on  the  posterior  aapcet 
of  the  right  arm  just  ahove  the  internal  ctnuhie  of  the 
hunu'rns:  tliei'e  was  \u)  exit.     The  whole  upper  arm  appeared 
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swollen;  it  was  crepitant  to  the  toucti,  and  gave  a  tympanitic 
note  on  percussion.  The  crackling  was  most  marl^ed  on  tlie 
inner  aspect  of  the  arm,  and  extended  as  liigh  as  the  anterior 
axillary  fold  above  iu  front,  but  to  not  quite  so  high  a  level 
behind. 

He  was  given  a  general  anaesthetic  at  8  p.m.  The  wound  of 
entry  was  first  excised  ;  much  damage  to  the  triceps  was  found 
locally,  and  the  projectile  could  be  felt  to  the  inner  side  of  the 
vessels  in  the  front  of  the  arm  at  the  junction  of  the  lower  and 
middle  thirds;  a  second  incision  was  made  over  this,  when  the 
subcutaneous  tissues  were  found  to  be  oedematous,  and  the 
biceps  muscle  showed  evidence  of  gas  infection.  A  further 
incision  was  accordingly  made  along  the  whole  length  of  the 
biceps  muscle  from  its  origin  to  attachment ;  this  showed  the 
following  conditions  :  some  bruising  of  the  inner  border  of  the 
muscle  at  the  situation  of  the  projectile;  discoloration  of  tlie 
inner  half  of  the  muscle, varying  from  a  dull  red  colour  at  eitlier 
end  to  a  deep  plum  colour  in  the  centre.  Over  the  discoloured 
area  bubbles  of  gas  were  present  under  the  fascia  covering  the 
muscle.  This  half  of  the  muscle  did  not  react  to  tap  stimula- 
tion, whereas  the  outer  half  was  normal  in  colour,  and  con- 
tracted sharply  on  stimulation.  As  this  appeared  to  be  an 
infection  localized  to  the  inner  half  of  the  muscle,  the  latter 
portion  was  resected  in  its  entirety. 

A  tube  drain  was  inserted  into  the  posterior  wound;  the 
anterior  wounds  were  left  open,  small  tubes  being  inserted  for 
continuous  eusol  irrigation,  which  was  commenced  immediately 
after  the  operation  was  completed.  The  pulse  dropped  to  88 
six  hours  afterwards  and  never  rose  above  this  again.  The 
wounds  remained  clean  without  pus  formation,  and  on  Novem- 
ber 9th  were  closed  by  secondary  suture  and  tlie  eusol  irriga- 
tion discontinued.  The  wounds  remained  healthy  and  were 
S tactically  healed  when  he  was  evacuated  to  the  base  on 
ovember  17th.  He  had  already  very  fair  power  in  his 
arm  and  the  remaining  portion  of  the  biceps  could  be  felt 
contracting. 

Patlwloijical  Report. — An  anaerobic  gas-forming  organism  was 
grown  from  the  excised  muscle,  which,  on  histological  examina- 
tion, showed  hyaline  degeneration  of  groups  of  fibres  with 
separation.  This  condition  represents  a  very  early  stage  in  the 
process  of  gangrene.  Long  bacilli  could  be  recognized  between 
the  muscle  fibres,  but  they  were  very  scanty. 

The  extreme  rapidity  of  tlie  infection  iu  this  case  is 
remarkable,  occurring  as  it  did  witliin  three  and  a  quarter 
hours  of  the  time  of  injury.  It  was,  in  fact,  the  earliest 
case  we  have  ever  seen.  There  is  no  doubt  that  if  any 
delay  had  occurred  in  the  treatment  the  consequences 
would  have  been  disastrous  owing  to  the  virulence  of  the 
infection;  the  patient  would  have  lost  his  limb  if  not  his 
life.  The  treatment  by  resection  of  half  of  the  muscle 
rather  than  the  whole,  which  at  first  sight  would  seem  to 
have  been  the  better  course,  was  due  to  the  fact  that  the 
infection  is  known  to  spread  longitudinally  along  the 
length  of  the  fibres  and  that  transverse  spread  is  a  late 
phenomenon  occurring  in  the  more  advanced  stages.  The 
differentiation  between  living  and  dead  portions  of  the 
muscle  was  made  from  the  presence  or  absence  of  con- 
tractility, it  being  well  established  that  heavily  infected 
muscle  is  non-contractile.     (C.  H.  S.  F.) 


Case  ii. 

Lance-Corpl.D.,  wounded  by  shell  fragment  on  July  2nd,  1916, 
was  admitted  twenty-four  hours  later,  when  the  following  con- 
dition was  found.  Temperature  102.6  ,  pulse  118;  there  was  a 
through-and-through  wound  in  the  middle  of  the  left  upperarin; 
the  arm  was  greatly  swollen  in  the  neighbourhood,  and  tender 
on  palpation.     Subcutaneous  crepitation  was  present. 

At  the  operation,  which  was  performed  at  once,  the  biceps 
muscle  at  the  site  of  the  wound  was  found  to  be  in  a  state  of 
"black  death,"  and  was  full  of  gas ;  for  two  inches  above  and 
below  this  the  muscle  was  non-contractile  and  in  the  "red 
death  "  stage.  A  long  incision  was  made  over  the  whole  length 
of  the  biceps  and  the  entire  muscular  portion  was  excised. 
The  wound  was  dressed  with  gauze  soaked  in  peroxide  until 
all  oozing  had  ceased,  and  then  was  left  exposed  to  the  air 
and  sun  under  a  single  layer  of  gauze. 

The  patient  vomited  a  good  deal  for  two  days  after  the  opera- 
tion, but  on  the  third  day  this  ceased,  and  his  temperature  and 
pulse  dropped  to  normal,  and  remained  so.  No  other  muscle 
was  affected,  and  the  resection  was  entirelv  curative,  and  con- 
served his  limb.  He  was  sent  to  the  Ims'e  on  .July  11th  with 
a  healthy  granulating  wound,  and  a  satisfactorv  report  on  his 
condition  was  received  from  England  on  July  26th.     (G.  E.  N.j 

Cask  hi. 

I'te.  O.  was  admitted  at  7.30  p.m.  on  October  29tli,  1916, 
sutTering  from  multiple  shell  wounds  received  the  same  after- 
noon. His  general  condition  was  good ;  there  was  a  penetrating 
wound  of  the  right  chest,  an  in-and-out  wound  of  the  right  calf, 
and  a  penetrating  wound  of  the  right  biceps  muscle. 

The  next  day  he  was  given  a  spinal  anaesthetic,  and  the 
wound  in  the  leg  was  incised  and  drained.  On  the  following 
day  his  condition  was  not  so  good,  and  he  complained  of  pain  in 
the  right  arm;  pulse  106,  temperature  101.8'\  The  wound  in  his 
arm  was  the  size  of  a  sixpence  (1.9  cm.),  and  was  situated  over 


the  centre  of  the  biceps  muscle.  The  arm  was  swollen,  and  the 
skin  was  tense  and  slightly  discoloured  in  the  region  of  the 
wound.  On  gentle  pressure  a  small  amount  of  dirty  serum 
with  gas  bubbles  in  it  escaped  from  the  wound.  A  general 
anaesthetic  was  given,  and  tiie  biceps  muscle  exposed  by  a  long 
incision.  In  the  middle  third  of  the  muscle,  deeply  situated, 
there  was  a  small  cavity  containing  a  fragment  of  shell ;  above 
and  below  this  for  a  distance  of  two  inches  was  an  area  of  dead 
crepitant  muscle.  The  whole  necrotic  area  was  excised  until 
healthy  muscle  was  reached,  which  bled  on  section.  The 
wound  was  left  freely  open,  and  dressed  with  eusol  gauze. 

He  made  a  straightforward  recovery,  and  was  evacuated  to 
the  base  on  November  12th.  The  wound  in  his  arm  was  then 
healthy  and  ready  for  secondary  suture. 

In  this  case  immediate  improvement  followed  resection 
of  the  infected  muscle.     (H.  i).) 

Case  iv. 

Pte.  G.,  wounded  on  July  24th,  1916,  was  admitted  the  same 
day  with  shell  wounds  of  the  right  buttock,  right  calf,  and 
skull. 

Immediate  operation  by  trephining  ;  wounds  of  buttock  and 
calf  drained  and  a  piece  of  metal  removed  from  the  soleus 
muscle. 

Twenty-four  hours  later  the  calf  was  very  swollen  and  tender 
and  gas  bubbled  from  the  wound  on  pressure ;  the  temperature 
was  102°  and  the  pulse  112.  An  anaesthetic  was  again  given 
and  the  calf  opened  up  from  the  lower  part  of  the  popliteal  space 
to  3  in.  from  the  ankle.  The  gastrocnemius  was  split  down  the 
mid-line  and  found  to  be  healthy  and  contractile;  the  soleus 
beneath  along  the  track  of  the  projectile  was  found  to  be  in  the 
"  black  death  "  stage  of  gangrene  ;  it  was  crepitant  and  no  part 
of  the  muscle  was  contractile.  As  much  as  possible  of  the 
muscle  was  cut  away  and  the  wound  was  Hushed  out  with  per- 
oxide and  left  open  to  the  air,  the  limb  being  slung  in  a  cradle 
for  this  purpose.  The  patient  was  given  100  c.cm.  of  5  per  cent, 
eusol  solution  intravenously  at  the  end  of  the  operation. 

Rapid  improvement  followed;  the  temperature  and  pulse 
dropped  to  normal  on  the  next  day,  and  he  was  evacuated  to 
the  base  on  July  30th,  with  normal  temperature  and  pulse. 
The  head  wound  had  healed  and  the  other  wounds  were  clean. 

A  note  from  the  base  hospital  stated  that  he  was  sent  to 
England  on  .August  5th,  1916,  having  made  an  uninter- 
rupted recovery.     (G.  E.  N.) 

Case  v. 

Second  Lieut.  G.,  wounded  in  the  left  leg  by  a  rifle  bullet  at 
close  range  at  2.30  a.m.  on  October  11th,  1916;  he  was  admitted 
at  9  a.m.  and  operated  on  immediately. 

There  was  a  through-and-through  wound  in  the  upper  and 
outer  part  of  the  left  calf,  the  wounds  of  entry  and  exit  being 
of  about  the  same  size  and  just  large  enough  to  admit  the  tip 
of  the  finger.  The  wounds  were  e.xcised  and  freely  drained  by 
means  of  two  large  tubes  after  irrigation  with  eusol ;  the 
wound  appeared  to  be  a  comparatively  trivial  one. 

Eighteen  hours  later  the  pulse,  which  had  been  previously 
normal,  ran  up  to  120,  and  he  showed  signs  of  profound 
toxaemia  ;  the  upper  part  of  the  leg  was  swollen  and  tender 
and  the  skin  was  glazed  ;  there  was  no  subcutaneous  crackling. 
An  anaesthetic  was  again  given  and  the  entire  track  of  the 
wound,  which  was  about  three  inches  long,  was  laid  open  by 
division  of  skin  and  intervening  muscles.  The  peroneus  longus 
and  brevis  muscles  were  fouiul  to  be  considerably  lacerated  ; 
they  were  altered  in  colour,  crepitant,  and  non-contractile. 
The  dead  portions  were  cut  away  until  healthy  bleeding 
muscle  was  reached,  which  contracted  on  stimulation.  The 
wound  was  left  open  and  treated  with  continuous  eusol  drip 
irrigation. 

Immediate  improvement  followed,  the  pulse  dropping  to 
normal  within  a  few  hours.  He  was  evacuated  to  the  base  nine 
days  later  with  a  healthy  granulating  wound. 

Anaerobic  gas-forming  organisms  were  found  on  culture  in 
the  dead  muscle  removed. 

This  case  is  of  interest,  as  the  infection  commenced 
in  spite  of  free  and  early  drainage.  Resection  of  the 
infected  area  cut  the  process  completely  short.  (C.  H.  S.  F.) 


Case  vi. 

Corpl.  E.  was  admitted  at  5.30  p.m.  on  August  27th,  1916, 
having  been  wounded  by  a  shell  fragment  at  7  p.m.  the  previous 
day.  On  admission  he  looked  flushed,  the  tongue  was  dry,  the 
pulse  126,  and  the  temperature  103-.  There  was  a  wound  of 
entry  the  size  of  a  shilling  (2.3  cm.)  over  the  anterior  tibial 
group  of  muscles  at  the  junction  of  the  middle  and  lower  thirds 
of  the  leg  ;  the  wound  of  exit  was  2  in.  above  the  ankle-joint  on 
the  posterior  aspect  of  the  limb  in  the  middle  line.  The  missile 
had  passed  between  the  two  bones  of  tiie  leg.  The  limb  was 
very  swollen  in  its  lower  half  and  the  skin  had  a  white,  tense, 
glazed  appearance;  there  was  considerable  pain  on  palpation. 
No  subcutaneous  crackling  was  elicited. 

On  raising  the  limb  under  the  anaesthetic,  gas  bubbles 
escaped  from  the  anterior  wound  with  some  foul  stinking 
serum.  The  skin  wound  was  excised  and  the  anterior  tibial 
group  of  muscles  were  explored  through  a  6  in.  incision.  The 
extensor  longus  digitorum  muscle  was  exposed,  this  had  been 
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(lividetl  across  by  the  missile  ;  the  retracted  ends  showed  an 
opa<iiie  sheatli  with  underlying  dead  non-contractile  muscle  for 
an  inch  on  either  side  of  the  wound.  The  dead  portions  ivere 
cut  away  until  normal  vascular  muscle  was  reached  at  either 
end.  About  two  and  a  half  inches  in  all  were  cut  away  from 
either  end;  the  anterior  tibial  artery  was  exposed  at  the 
bottom  of  tlie  wound,  but  was  uninjured.  The  extensor  longus 
hallucis  looked  liealthy  and  contracted  well.  The  posterior 
muscles  were  not  markedly  damaged  and  were  not  interfered 
with.  The  wound  was  drained  and  drip  irrigation  with  eusol 
commenced. 

The  patient  made  an  unmterruptcd  recovery,  and  was 
evacuated  to  the  base  on  September  3r(I ;  liis  pulse  was  then 
90  and  bis  temperature  99=^.     The  wounds  were  graimlating. 

An  anaerobic  gas-forming  organism  was  isolated  from  the 
removed  muscle,  which,  on  section,  sliowed  necrosis  and 
irregular  fragmentation  of  muscle  fibres;  there  was  oedematous 
thickening  and  leucocytic  iiililtration  of  the  interstitial  con- 
nective tissue.  Large  bacilli  were  present  in  considerable 
numbers  between  the  dead  fibres. 

This  case  clearly  shows  the  longltudiual  spread  of  the 
infection  in  the  muscles  and  how  free  resection  of  the 
diseased  muscle  arrests  any  further  spread  of  the  infection. 
(H.  D.) 

Case  vii. 

Pte.  C.  was  wounded  at  4  p.m.  on  .Tuly  29th,  1916,  by  a  shell 
fragment  in  tlie  region  of  the  left  knee.  On  admission  five 
hours  later  his  condition  wag  very  bad  owing  to  loss  of  blood; 
the  j)ulse  was  150. 

Six  hours  later  after  warmth  and  stimulation  be  was  fit  for 
operation,  and  the  wound  was  explored.  There  were  two 
lacerated  wounds  on  each  side  of  the  popliteal  space  which  had 
evidently  been  traversed  from  within  outwards;  examination 
showed  an  extensive  fracture  of  the  beail  of  the  tibia  involving 
the  knee-joint.  The  pulsations  of  the  main  vessel  could  not  be 
felt;  the  gastrocnemius  and  soleus  muscles  were  extensively 
lacerated.  The  wound  was  freely  drained  after  irrigation  with 
eusol. 

The  nextday  liiscondition  was  satisfactory  until  8  p.m.,  when 
his  pulse  was  120  and  his  temperature  102.4'.  The  region  of 
the  wound  was  more  swollen  and  the  skin  over  the  calf  had  the 
appearance  of  a  bruise  which  was  fading ;  percussion  gave  a 
tym))anitic  note  over  this  area ;  there  was  no  subcutaneous 
crackling.  The  knee-joint  was  also  resonant  from  the  presence 
of  gas.  The  lower  third  of  the  leg  was  cold,  and  there  were 
several  light  purple  patches  over  the  dorsum  of  the  foot. 

The  leg  was  removed  by  disarticulation  at  the  knee-joint; 
examination  showed  occlusion  of  the  popliteal  artery  from  a 
bruise  wound  and  a  large  hole  in  the  popliteal  vein— the  gastro- 
cnemius and  soleus  muscles  showed  marked  gas  gangrene. 

He  was  much  improved  the  next  day,  but  on  the  following 
day  his  pulse  was  120,  and  his  temperature  101.4'-;  the  lower 
third  of  the  thigh  was  swollen,  tender  to  the  touch  and  resonant 
to  percussion  ;  it  was  evident  that  the  infection  was  spreading 
up  the  muscles  of  his  thigh.  Under  chloroform  an  incision 
was  made  uj)  tlie  back  of  the  thigh  and  the  semimembi-anosus 
muscle  was  found  to  be  gaseous  and  stinking.  It  was  followed 
up  to  the  middle  of  the  thigh  and  resected  at  this  point  as  the 
libreswere  found  to  be  healthy  there.  The  anterior  aspect  of 
tlie  thigh  was  then  explored  and  the  sartorius  muscle  found  to 
be  similarly  infected  in  its  lower  part ;  the  distal  four  inches 
were  resected  through  healthy  muscle. 

The  wounds  were  left  exposed  to  the  air,  being  covered  by  one 
layer  of  gauze  only;  the  wound  was  kept  irrigated  by  a  constant 
eusol  drip.  The  thigh  was  slung  so  as  to  take  the  weight  off 
the  muscles  of  the  back  of  the  limb  ;  suspension  was  effected 
l)y  means  of  a  gauze  band  attached  to  the  exposed  condyles  of 
the  femur.  From  this  time  on  he  commenced  to  improve  ;  on 
the  following  day  his  pulse  was  96  and  temperature  101' .  On 
August  3rd  the  stump  of  the  popliteal  artery,  which  was  lying 
in  a  bed  of  sloughing  muscle,  commenced  to  ooze  ;  in  order  to 
avoid  a  secondary  haemorrhage  the  femoral  arterv  was  ligated 
in  Hunter's  canal  under  local  anaesthesia.  After  this  lie 
continued  to  improve,  and  was  evacuated  to  the  base  on 
.\ugust  15th. 

The  muscles  were  iufecteil  with  a  pure  culture  of  J!, 
jirr/riiif/t'lls. 

]t  was  impossible  even  to  attempt  to  save  the  limh  in 
this  case  by  resection  of  muscle  in  the  first  instance  owing 
to  the  occlusion  of  the  popliteal  artery.  Wlicii  the 
secondary  spread  of  infection  occurred  into  the  thigh 
mus(di's  afliu-  the  amputation  his  general  condition  became 
rapidly  so  bad  that  a  further  amputation  would  have  been 
inevitably  fatal.  Uesectiou  of  tlio  infected  muscles  was 
tlio  only  satishictory  course  to  .adopt,  as  proved  to  bo  the 
case.     (II.  D.) 

('.\si-.  viir. 

rte.  P.,  wounded  August  28th,  1916,  was  admitted  the  same  day. 
There  was  a  through-aud-through  wound  of  the  left  tliigii, 
with  compound  fracture  of  the  femur  in  the  upper  third.  He 
had  bad  much  haemorrhage  before  admission,  and  was  very 
colliipseil  on  admission  ;  pulse  140,  temperature  subnormal. 

Twelve  hours  later  be  had  improved  Huriiciently  for  opera- 
tion ;  both  wounrls  were  freely  openeil  up,  lacerated  muscle, 
fragments  of  hone,  and  the  case  of  a  bullet  being  removed.    The 


outer  wound  was  kept  open  with  a  silver  retractor,  and  both 
were  lightly  packed  with  eusol  gauze.  The  limb  was  immo- 
bilized on  a  Wallace- Maybury  splint,  and  the  wounds  were 
syringed  every  two  hours  with  eusol. 

The  i)atient  had  a  good  night,  but  next  morning  his  tom- 
[lerature  and  pulse  began  to  rise;  he  complained  of  pain  in  the 
limb  and  of  great  thirst,  and  the  tongue  became  dry  and  brown. 
Tile  limb  was  found  to  he  swollen  ami  tense,  and  had  a  charac- 
teristic odour.  There  was  no  skin  crepitation  and  no  gas 
bubbles  from  the  wound.  An  immediate  **  chaff-cutter  "  ampu- 
tation just  below  the  trochanters  was  performed;  as  the 
adductor  muscles  were  found  to  be  in  the  red  stage  of  gas 
gangrene,  they  were  comjiletely  excised  from  the  stump.  The 
wound  was  dressed  for  twenty-four  liours  in  gauze  soaked  in 
peroxide,  and  then  left  exposed  to  the  air  under  one  layer  of 
gauze. 

Within  two  days  the  temperature  dropped  to  normal  and  the 
jinlse  to  90;  none  of  the  other  muscles  m  the  stump  showed 
any  sign  of  being  infected,  and  be  was  evacuated  to  the  base  on 
September  15th  with  a  granulating  wound. 

A  laboratory  report  confirmed  the  diagnosis  of  gas  gangrene. 

This  method  of  removing  a  group  of  infected  muscles 
was  also  carried  out  in  another  case  five  days  after  ampu- 
tation, the  adductors  here  being  also  removed.  No  spi'cad 
occurred  in  the  other  muscles,     (tl.  E.  N.) 


C.\SE   IX. 

fjieut.  B.,  wounded  at  1  a.m.  on  September  13th,  1916,  by 
shell ;  the  right  leg  was  shattered  in  the  lower  third.  He  was 
admitted  at  3.30  a.m.  the  same  da>'. 

Primary  amputation  by  ei]ual  lateral  flaps  at  the  middle  of 
the  leg  was  performed  at  4  a.m.  It  was  noticed  at  the  opera- 
tion that  the  anterior  tibial  artery  was  occluded;  there  was  no 
change  in  the  muscles,  which  were  contractile  and  apparently 
healthy.  The  wound  was  freely  irrigated  with  eusol,  and  the 
Maps  which  were  free  were  united  loosely  with  three  sutures. 
Free  drainage  was  provided  by  means  of  iwo  tubes,  which  also 
served  for  constant  eusol  irrigation,  which  was  started  at  once. 
The  jiulse  before  the  operation  was  90;  at  the  end  it  was  88. 

Twenty-six  hours  later  the  pulse  ran  to  120,  tiie  tongue 
became  furred  and  dry,  and  the  patient  was  drowsy  aiul 
obviously  very  ill.  Examination  of  the  wound  sliowed  mottling 
of  the  skin  over  the  front  of  the  leg,  together  with  a  tympanitic 
note  on  percussion  over  the  same  area  ;  there  was  no  crackling 
of  the  subcutaneous  tissues.  The  wound  was  at  once  opened 
u)),  when  it  was  found  that  the  entire  anterior  tibial  group  of 
muscles  were  a  brick-red  colour,  non-contractile,  and  quite 
dead.  They  were  removed  en  iiinxxe  and  the  wound  was  left 
oiien  under  constant  eusol  drip  irrigation. 

The  general  condition  remained  bad  for  twenty-four  hours, 
with  rapid  pulse,  drowsiness,  and  persistent  vomiting.  Steady 
improvement  then  followed,  and  the  i)atient  was  sent  to  the 
base  on  September  22nd  with  a  healthy  granulating  wound. 

The  removed  muscles  were  found  on  culture  to  be  heavily 
infected  with  gas-forming  organisms. 

The  onlj'  other  alternative  in  this  case  would  have  been 
a  further  amputation  through  the  thigh,  which  it  is 
doubtful  if  the  patient  would  have  survived.  Kesection 
of  the  muscles  avoided  this  additional  danger  and  gave 
the  patient  a  much  more  serviceable  stump,  as  the  kuec- 
joint  was  saved.     (C.  H.  S.  F.) 


C.iSE    X. 

Pte.  I',  was  wounded  by  shell  fragment  on  ,Iuly  23rd,  1916. 
When  admitted  on  >7uly  24th  the  temperature  was  103.6, 
and  the  pulse  120.  There  was  a  through-and-through  wound 
of  the  left  thigh,  the  entry  being  on  the  inner  side,  3  in.  above 
the  patella,  and  the  exit  2  in.  liigher  up  on  the  outer  side. 
The  exit  wound  was  swollen,  tense,  and  tender,  but  did  not 
crepitate. 

Both  wounds  were  e.xcised  and  united  by  incising  the  skin. 
There  was  some  laceration  of  the  edge  of  the  vastus  internus  ; 
this  was  cut  away  ;  the  muscle  looked  normal,  and  was  con- 
tractile. The  rectus  femoris  was  grooved  on  its  under  surface, 
but  ajipeared  otherwise  normal.  'IMie  exposed  inner  edge  of  the 
vastus  externus  was  brick-red  and  non-contractile,  and  smelt 
strongly  of  gas  gangrene.  An  area  of  4  in.  by  2  in.  of  the  muscle 
showed  signs  of  red  death  ;  the  parts  beyond  were  normal  and 
contractile.  A  free  skin  incision  was  made,  and  a  jiiece  of 
muscle  8  in.  by  3  in.  enclosing  the  affected  area  was  excised.  The 
wound  was  dressed  in  gauze  soaked  in  jieroxicle,  and  later 
exposed  to  sun  and  air. 

The  temjierature  and  imlse  steadily  fell,  and  by  .)uly  30th 
were  99  '  and  76  respectively.  He  was  sent  to  the  liase  on  that 
day  ;  the  wound  was  tlien  liealthy  and  granulating,  and  there 
was  no  sign  of  further  gas  infection. 

\  report  from  the  mobile  laboratory  stated  that  the 
infection  was  due  to  an  anai'robic  gasforniing  organism. 
((!.  E.  N.) 

C'.VSK   XI. 

Pte.  Hr.,  wounded  on  August  29tli,  1915,  by  shell  fragment  in 
the  left  groin.    There   had  been  much   haemorrhage  at  first. 
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necessitating  saline  infusion  in  the  field  ambulance,  wliere  he 
was  retained  until  midday  on  August  31st. 

On  admission  his  condition  was  grave;  tongue  brown  and 
dry,  pulse  130.  There  was  a  ragged  wouiui  of  entry  the  size  of 
a  shilling  (2.3  cm.)  an  inch  and  a  half  below  Poupart's  ligament 
and  just  to  the  inner  side  of  the  femoral  vessels;  the  skin  over 
the  upper  third  of  the  thigh  and  for  a  handbreadth  above 
Poupart's  ligament  was  mottled  and  discoloured,  and  showed 
marked  subcutaneous  crackling. 

An  anaesthetic  was  immediately  given,  and  the  wound  opened 
up  ;  it  was  found  to  extend  upwards  and  outwards  towards  the 
anterior  superior  spine,  where  a  fragment  of  metal  and  khaki 
was  found  in  the  sartorius  muscle.  The  muscle  in  this  situa- 
tion was  dead,  and  the  upper  third  was  cut  away.  The  dis- 
coloured and  crepitant  areas  were  incised  down  to  deep  fascia, 
and  freely  injected  with  hydrogen  pero.xide.  No  dressing  was 
applied,  and  the  wound  was  kept  constantly  irrigated  with 
hydrogen  peroxide  and  left  exposed  to  the  air  and  sun. 

Rapid  improvement  took  place,  and  the  man  was  evacuated 
to  the  base  with  a  granulating  wound  twelve  days  later.  No 
bacteriological  examination  was  made,  but  there  was  no  doubt 
about  the  condition. 

At  the  time  when  this  case  came  under  treatment  the 
significance  o£  the  muscle  resection  was  not  reahzed,  but 
it  seems  at  least  probable  that  it  cut  short  tlie  process  by 
removing  the  main  focus  of  infection.     (C.  H.  S.  F.) 


pulse  110.  The  wound  was  found  to  be  tender,  crepitant,  and 
gassy. 

An  anaesthetic  was  again  given,  anid  the  whole  track  of  the 
missile  laid  open  ;  the  sartorius,  rectus  femoris,  and  the  inner 
edge  of  the  vastus  externus  were  found  to  be  in  the  "black 
death  "  stage  of  gas  gangrene.  An  incision  was  made  from  the 
anterior  superior  iliac  spine  to  the  knee  and  anotlier  along  the 
inside  of  the  thigh ;  these  were  stitched  back  to  healthy  skin 
so  as  to  e.xpose  the  wound  fully.  All  three  muscles  showed  the 
"  black  death  "  stage  of  gangrene  at  the  site  of  the  wound, 
toning  down  through  the  "  red  death  "  stage  to  normal  muscle 
as  the  muscles  were  traced  down  the  thigh.  The  muscular  part 
of  the  rectus  femoris  was  removed,  ami  also  the  sartorius  from 
its  origin  to  just  above  the  knee.  A  strip  of  the  vastus  externus 
for  nearly  its  entire  length  and  for  a  width  of  3  in.  was  also 
excised.  No  other  muscles  appeared  to  be  affected  ;  the  wound 
was  dressed  with  gauze  soaked  in  peroxide,  and  afterwards 
exposed  to  the  sun  and  air. 

For  three  days  he  was  very  ill,  with  rapid,  feeble  pulse,  con- 
stant  hiccough,  and  persistent  vomiting;  he  however  slowly 
improved,  and  on  September  5th  his  pulse  was  88  and  tempera, 
ture  1CX)°  ;  the  hiccough  still  persisted.  Two  days  later  a  part 
of  the  skin  flap  sloughed,  after  which  he  improved  steailily,and 
was  evacuated  on  September  11th  with  a  healthy  granulating 
wound,  which  was  skin-grafted  at  the  base  hospital. 

The  diagnosis  o£  gas  gangrene  was  confirmed  by  the 
mobile  laboratory.     (G.  E.  N.) 


Case  xii. 

Lance-Corpl.  C,  wounded  in  the  left  thigh  by  a  shell  frag- 
ment at  3  p.m.  on  March  13th,  1916,  was  admitted  into  liospital 
at  2.30  p.m.  the  following  day. 

On  admission  he  looked  flushed,  the  temperature  was  102-, 
and  the  pulse  120.  There  was  a  jagged  wound  two  inches  long 
on  the  outer  aspect  of  the  lower  third  of  the  left  thigh.  Tliere 
was  no  exit  wound.  The  lower  part  of  the  left  thigh  was 
swollen  and  tense,  and  the  overlying  skin  shiny.  There  was 
tenderness  on  palpation,  and  a  tympanitic  note  was  obtained  on 
percussion  ;  there  was  no  subcutaneous  crackling. 

At  5.30  p.m.  on  the  sams  day  a  long  incision  down  the  outer 
aspect  of  the  thigh  exposed  the  vastus  externus  muscle,  of  which 
the  lower  half  was  markedly  affected  with  gas  gangrene.  A 
portion  of  the  muscle  near  the  wound  of  entry  was  black  in 
colour  and  the  muscle  hbres  were  diffluent.  The  lower  part  of 
the  muscle  was  resected  up  to  the  middle  of  the  thigh,  where 
healthy  contractile  muscle  was  found.  As  tlie  muscle  planes 
were  separated  by  gas  up  to  tiie  level  of  the  great  trochanter, 
the  skin  incision  was  carried  up  to  this  level.  The  whole  wound 
was  left  wide  open  and  dressed  with  eusol  gauze.  At  9  p.m. 
the  same  evening  he  was  given  an  intravenous  injection  of 
eusol  100  c. cm. 

The  pulse  dropped  the  next  day,  and  he  showed  great  im- 
provement; this  was  maintained,  and  he  was  evacuated  to  the 
base  six  days  later.  Information  was  received  from  England  a 
week  later  that  he  was  progresshig  well. 

An  anaerobic  gas-forming  organism  was  obtained  on 
cultivation  from  the  muscle  removed.     (H.  D.) 


C.\SE  XIII. 

Pte.  B.  was  wounded  by  shell  fragment  on  September  1st, 
1916,  and  admitted  the  same  day.  There  was  a  through-and- 
through  wound  of  the  thigh,  the  entrance  being  on  the  imier 
side  two  inches  below  Poupart's  ligament  and  the  exit  at  a 
corresponding  point  on  the  outer  side. 

Under  an  anaesthetic  the  skin  wounds  were  excised  and  the 
track  syringed  with  eusol  and  drained. 

Fifteen  hours  later  the  patient  comi>lained  of  great  pain  in 
his  thigh  and  of  great  thirst;  the  temperature  was  lOl^.and  the 


Case  xiv. 

Corpl.  v.,  wounded  in  the  left  thigh  bv  a  shell  fragment  at 
5.30  p.m.  on  September  19th,  1916,  was  admitted  live  hours 
later. 

His  general  condition  was  good;  pulse  100,  temperature  99°. 
There  was  an  entry  wound  the  size  of  half  a  crown  on  the 
inner  and  posterior  aspect  of  the  thigh  at  the  junction  of  the 
middle  and  upper  thirds.  The  exit  wound  was  at  the  outer 
side  of  the  thigh  in  the  middle  third  ;  it  was  very  large,  ad- 
mitting tlie  whole  hand  ;  the  muscles  were  greatly  lacerated. 
He  was  operated  on  immediately  after  admission;  the  missile 
had  passed  through  the  vastus  externus  and  biceps  muscles 
close  to  the  femur,  and  had  partially  divided  the  sciatic  nerve. 
The  wound  was  freely  drained  after  irrigation  with  eusol. 

He  continued  to  do  well  for  two  days,  when  tlie  evening  pulse 
rose  from  104  to  132,  and  the  temperature  to  102°.  The  skin 
over  the  exit  wound  was  now  a  dirty-brown  colour,  and  the  area 
in  the  neighbourhood  was  swollen  and  tender;  there  was  no 
subcutaneous  crackling.  The  skin  discoloration  extended  to 
the  popliteal  space.  A  further  anaesthetic  was  given,  and  the 
large  exit  wound  was  laid  freely  open.  In  the  lower  part  of  the 
wound  the  vastus  externus  muscle  %vas  found  to  be  gangrenous  ; 
it  was  non-contractile  and  gaseous.  The  infected  portion  of  the 
muscle  was  resected  until  healthy  muscle  was  exposed.  In  the 
upper  part  of  the  wound  the  vastus  externus  was  pale  and  con- 
tracted feebly  ;  with  clean  instruments  a  piece  was  removed  for 
examination,  and  the  skin  was  laid  freelyopen  over  the  muscle. 
Eusol  dressings  were  used. 

Immediate  improvement  followed,  and  he  was  evacuated  to 
the  base  on  September  26th,  with  a  normal  temperature  and 
pulse. 

Anaerobic  gas-forming  organisms  were  cultivated  from  the 
dead  muscle,  and  were  also  obtained  on  culture  from  the 
portion  of  muscle  removed  from  the  upper  part  of  the  wound. 

This  case  shows  the  immediate  improvement  after  re- 
section of  the  infecting  focus,  and  also  that  muscle  may 
look  healthy  and  be  contractile,  and  yet  be  infected. 
(H.  D.) 

REFKRI'^NCK. 

'  Gas  Gangrene  as  Seen  at  the  CloarinB  Stations,  lilUTlSH  MedioaI/ 
Journal,  Septemljer  16th.  1916. 
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CHAl'TER    VII. 

THE   ])EVELOPMEXT   OF   15RITISH   SllKiEKY   IX   THE   HOSPITALS   ON   THE 
LINES   OF   COMMUNK  ATIOX   IN   FRANCE. 


SuuGEON  Gkneral  Sik  GEORGE  H.  MAKINS,  K.C.M.G.,  C.B.,  F.R.C.S., 

CONBT'I.TrNG   SURGKOX,   BUITISH   AllMIKH   IN   FkAN<  K. 


TiiK   fioicnil  lios|)itaIs  on  the  Hues  of  communication  in 
Erancc   1kiv(>  uuderf^'oue  ii   steady  process  of  extension   in 
aceomniodation     and     development     since     August,    1914. 
Tliey    liave    been    housed    very    variously — some    in    the 
oi-iginal    tent    units,   some    in    Jmts,   and   some   in    large 
buildings  adapted  to  tlieir  present  purpose.     Tented  units 
under  the  climatic  conditions  of    l>'rance  have  proved   to 
possess   but   one   virtue,  that  of  mobility,  and  in  ail   the 
tented  hospitals  still   remaining   a   certain   proportion   of 
huts  for  serious  cases,  operating  theatres,   mess  acconnuo- 
dation  and  stores  and  oflices,  have  been  added.     The  most 
.satisfactory  units  are   hutted  throughout,  and  these  leave 
little   to   be  desired  either   for  comfort  or  for  satisfactory 
work,  even   when   comiiared    with    the   civil   hospitals  at 
home.       Most    of   the    buildings   now    in    use    are    either 
of    the    nature    of 
public   buildings 
or    of     large    hotels. 
Each     possesses 
some   special  advan- 
tages.    The     large 
rooms  of  casinos,  etc., 
form  excellent  wards, 
easily  overlooked  and 
economical   to   work, 
but     such     buildings 
need    usually   con- 
siderable     reinforce- 
ment with  regard  to 
sanitary  accommoda- 
tion.   The  hotels  are 
more   convenient   for 
officers    as    providing 
a    large    number    of 
smaller     rooms,     but 
this     necessitates     a 
somewhat    larger 
nursing      staff,     and 
renders   attention    to 
individual  patients 
a   more    troublesome 
task. 

Special      hospitals 
are      .set      apart     for 
tlie  treatment  of  infectious  eases,  for  skin  diseases,  and  for 
venereal  cases. 

All  the  Dominions  are  represented.  Thus  Canada, 
Australia.  Xew  Zealand,  and  South  .Africa  have  all  pro- 
vided general  or  stationary  hospitals  in  addition  to  the 
more  mobile  units  pr(!sont  in  the  advanced  lines.  There  is 
also  an  American  voluntary  unit. 

Each  unit  is  complete  in  itself,  possessing  operating 
theatres,  clinical  laboratory,  and  its  own  disinfecting 
apparatus.  The  only  department  that  is  commonly  massed 
when  a  nundjer  of  units  are  coUoeted  in  the  same  area  is 
the  mortuary  and  accommodation  for  post-mortem,  exami- 
nations. The  majority  of  tlu;  units — the  normal  capacity 
of  which  is  520  beds — have  been  extended  by  the  provision 
of  additional  ward  accommodation  to  riiceivo  1,040  patients, 
whil(t  in  times  of  stress  a  furtlier  extension  to  2,000  is 
possil)lo  by  the  addition  of  Units.  The  number  of  patients 
which  may  need  to  be  <lealt  with  during  active  fighting 
may  be  very  large ;  thus  during  the  first  three  months  of 
the  action  on  the  Sonime  as  many  .as  8,500  wounded 
men  have  been  iiasscd  through  a  single  unit.  This 
necessitates  .ample  opiiratiug  theatre  aecommodatiou,  and 
in  all  eitlu'r  a  large  lh(;atre  is  provided,  or  in  one  type 
of  unit  two,  so  that  at  least  four  operating  tables  can 
be  kept  at  work  eontempiu'aneously-  In  spite  of  these 
provisions,  at  busy  times  the  surgtMins  nuiy  be  engaged 
continuously  in  shifts  for  two  or  three  days  and  nights 
without  cessation. 

Within  certain  limits,  .arrangements  exist  for  the  .aggri^ 
gation  of  special  classes  of  injury,  such  as  fractures  of  the 


bones  of  the  limbs,  injuries  to  the  face  and  jaws,  com- 
pound and  complicated  fractures  of  the  skull  and  vertebral 
column,  and  wounds  of  the  chest. 

In  connexion  with  each  large  hospital  camp  convalescent 
camps  are  established,  and  life  in  these  is  rendered  more 
pleasant  to  the  men  by  the  provision  of  the  social  huts  of 
the  Young  Men's  Christian  Association,  the  Church  Army, 
and  other  bodies. 

HOSPITAL  TRAINS  AXD  :M()T0R  AMBULANCES. 
The  vast  majority  of  the  patients  admitted  to  the 
general  hospitals  are  brought  down  by  the  hospital  trains. 
Although  even  the  best  of  the  present  trains  can  only  be 
said  to  be  a  slight  advance  on  some  of  those  in  use  during 
the  South  .African  campaign,  or  those  already  provided  for 

transporting  the 
patients  on  their 
arrival  in  port  in 
England  at  the  com- 
mencement of  this 
war,  yet  the  develop- 
ment of  the  hospital 
train  in  France  was 
a  matter  of  extreme 
urgency  and  great 
difficulty  in  the  initial 
stages  of  this  cam- 
paign. It  seems  as 
if  both  France  and 
Cjermany  had  relied 
for  the  railway  trans- 
port of  the  wounded 
on  the  same  means 
which  served  tlie 
purpose  in  the  war 
of  1870-71.  In  fact, 
with  the  exception 
of  the  addition  o£ 
frames  for  carrying 
stretchers  placed  on 
the  floors  of  mer- 
chandise wagons,  no 
special  arrangements 
appear  to  have  been 
made.  The  trains  conveying  the  wounded  from  the  front 
were  provided  with  no  permanent  arrangements  for  cooking 
food,  no  sanitary  conveniences,  no  provision  for  the  carriage 
of  water,  and,  in  fact,  consisted  of  a  mere  string  of  trucks, 
with  no  means  of  intercommunication  to  allow-  the  atten- 
dants to  pass  readily  from  wagon  to  wagon.  To  add  to  the 
miseries  of  the  journeys  made  in  those  trains,  they  were 
long,  sometimes  extending  over  two  or  three  days  before 
the  west  coast  was  reached. 

X  suuill  difference  in  gauge  in  the  French  and  English 
lines  prevented  the  prompt  shifting  of  English  hospital 
carriages  .across  the  Channel,  and  too  great  praise  cannot 
be  accorded  to  the  ollicers  who  set  to  work  to  improvise 
more  satisfactory  means  of  railway  transport.  Odd  car- 
riages of  every  build  and  description  were  obtained  when- 
ever opportunity  offered,  and  within  a  few  weeks  with 
alterations  hastily  but  effectively  carried  out,  a  nundier  of 
ellicient  if  not  luxuriously  ap|)ointed  hospital  trains  W'ere 
forthcoming,  and  it  says  much  for  the  officers  who  did  this 
work  that  although  at  the  present  time  over  thirty  hospital 
trains  are  running,  no  less  tlian  seven  are  of  the  original 
improvised  series,  and  are  still  found  efficient. 

One  word  should  be  added  regariliug  the  fleet  of  impro- 
vised barges  which  run  on  the  canals  between  the  front 
and  two  of  th(^  general  hospital  areas.  There  is  no  doubt 
that  the  smooth  passage  of  these  boats  provides  the  acmo 
of  comfort  for  patients  to  whom  the  unavoidable  shaking 
of  a  railway  journey  entails  both  pain  and  harm.  It  is 
unfortunate  tliat  the  general  utility  of  the  barges  is  limited 
to  the  fi^w  districts  in  which  canals  are  to  bo  found. 
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The  splendid  motor  ambulance  convoys  attached  to  each 
district,  and  for  most  of  whicli  the  army  is  indebted  to  tlie 
Red  Cross  Societies  of  tlie  United  ivingdoiii  and  tlie 
Colonies,  have  been  already  referred  to  as  to  their  work  at 
the  front,  and  no  further  mention  of  their  devoted  work  is 
Heceasary  at  this  place. 

.-Vsto  the  last  link  between  the  <^eneral  hospitals  on  the 
lines  of  communication  and  the  base  in  England,  the 
hospital  ships,  it  suffices  to  say  that  they  leave  nothing 
to  be  desired. 

WOUND  TREATMENT. 

This  question,  which  has  e.xercised  the  ingenuity  of 
man  since  the  birth  of  surgery,  has  abated  no  jot  of  its 
capacity  for  arousing  controversy  and  avoiding  a  solution 
which  can  satisfy  all. 

Experience  has  iu  no  way  controverted  that  gained  in 
civil  practice  in  the  use  of  aseptic  methods,  but  has,  on  the 
other  hand,  proved  conclusively  that  advance  in  the  treat- 
ment of  septic  wounds  has  had  iu  this  campaign  to  start 
from  an  unfamiliar  standpoint,  and  has  progressed  but 
slowly.  Practical  application  has  demonstrated  the  supe- 
riority of  the  Listerian  principle  and  method,  but  the 
multiplicity  of  tlie  chemical  media  employed  affords 
evidence  enough  of  the  difficulty  met  with  in  establishing 
any  one  means  as  that  suitable  for  every  class  of  case.  On 
two  points  alone  can  no  difference  of  opinion  exist :  (1)  The 
urgency  of  an  efficient  primary  mechanical  cleansing  and 
exposure  of  the  wound  cavity,  and  (2)  the  importance  of 
maintaining  the  wounded  part  at  rest.  The  latter  point 
raises  the  first  great  difficulty  which  has  to  be  met  by  the 
military  surgeon,  the  absolute  necessity  of  early  transport 
of  the  wounded  man;  and  leads  directly  to  a  second, 
the  amount  of  interference  advisable  in  wounds  which 
have  reached  the  "  intermediate  stage,"  that  is,  the  period 
of  established  infection  during  its  first  pliase,  the  con- 
dition, in  fact,  in  which  a  large  proportion  of  all  gunshot 
,  wounds  reach  the  general  hospitals  on  the  lines  of 
communication.  ' 

Speaking  generally,  it  has  been  shown  that  if  the 
primary  mechanical  cleansing  of  the  wound  has  been 
thoroughly  carried  out,  no  further  gross  intervention 
should  be  necessary;  further,  tliat  if  want  of  time  and 
medical  officers  haa..not  allowed  of  this  procedure  being 
fully  carried  out,  yet  if  the  wound  has  been  sufficiently 
opened  up  and  primary  drainage  ensured,  the  subsequent 
treatment  is  comparatively  simple.  From  the  point  of 
view  of  the  surgeon  on  the  lines  of  communication,  free 
incisions  are  never  objectionable,  provided  they  be  made 
in  such  directions  as  not  to  render  the  subsequent 
secondary  closure  of  the  wound  impracticable,  the  one 
structure  for  which  he  pleads  avariciously  being  the 
integument.  The  primary  cleansing,  given  satisfactory 
surroundings,  cannot  have  been  undertaken  too  early,  as 
every  hour  of  delay  adds  to  the  subsequent  task  of  dealing 
with  the  infection.  In  this  relation  the  immediate  re- 
moval of  shell  fragments  and  clothing  is  of  the  first 
importance,  because  if  allowed  to  remain  the  deferred 
operation,  even  in  minor  wounds,  may  prove  a  procedure 
of  great  danger  when  the  patient  has  arrived  at  the 
general  hospital  on  the  lines  of  communication.  Such  an 
■  apparently  trivial  operation  may  bo  followed  at  this  stage 
by  an  acute  extension  of  anaerobic  infection  involving  the 
whole  segment  of  a  limb,  the  entire  member,  or  indeed  be 
sufficiently  extensive  to  lead  to  the  loss  of  the  limb,  or 
even  the  patient's  life. 

The  conditions  of  war,  however,  not  infrequently  prevent 
an  ideal  early  treatment  of  the  wounds.  It  may  be  impos- 
sible to  remove  patients  from  "No  Man's  Land,"  or  even 
from  the  trenches,  for  many  hours  or  even  days  after 
reception  of  the  wound.  On  the  occasion  of  serious 
fighting  the  number  of  the  wounded  may  make  it  impos- 
sible for  the  requisite  amount  of  time  to  be  spent  on  iudi- 
viduals,  especially  those  less  seriously  injured.  Lastly, 
unavoidable  delay  in  transport  may  result  in  extension  of 
infection  and  conversion  of  a  promising  case  as  it  left  the 
casualty  clearing  station  into  one  arriving  at  the  general 
hospital  in  a  highly  unsatisfactory  condition. 

Happily,  whatever  the  initial  procedure  and  application 
may  have  been,  in  many  cases  the  young  and  healthy 
patients  arrive  in  good  general  condition,  the  local  wound 
progressing  satisfactorily,  in  some  instances  devoid  of  any 
serious  infection.  In  a  considerable  proportion,  liowever, 
men  are  admitted  suffering,  both  generally  and  locally, 
■with  every  grade  of  infection  from  the  slight  to  the  most 


severe.  The  former  class  present  little  difficulty,  the 
wounds  heal  readily  under  any  form  of  siinple  application, 
or,  as  a  time-saving  and  precautionary  measure,  the  smaller 
wounds  may  be  completelj'  excised  and  the  gap  sutured. 
The  latter  method,  especially  advocated  by  Colonel 
H.  M.  W.  Gray,  has  been  attended  by  success  in  his  own 
hands  and  in  those  of  other  surgeons,  particularly  in  the 
case  of  uncomplicated  scalp  wounds  or  tlie  smaller  multiple 
injuries  inflicted  by  fragments  of  shells  or  bombs. 

A  vastly  more  difficult  problem  is  presented  by  patients 
arriving  in  the  stage  of  acute  development  of  infections. 
The  wound  has  already  been  primarily  opened  up  and 
cleansed,  and  the  question  arises  whether  further  surgical 
interference  will  elfect  improvement  or  lead  to  increased 
extension  of  the  infective  process.  On  the  one  hand,  it  is 
evident  that  the  patient  is  suffering  from  an  exacerbation 
directly  due  to  the  disturbance  involved  by  transport ;  on 
the  other,  the  possibility  is  always  present  that  delay, 
even  of  a  few  hours,  may  allow  such  j^rogress  as  to  render 
any  further  intervention  useless.  A  rough-and-ready 
distinction  between  cases  in  which  clinical  evidence  sug- 
gests anaerobic  or  aerobic  infection  respectively  to  pre- 
dominate forms  the  most  useful  guide.  In  the  former 
case  delay  may  be  fatal  to  life  or  limb,  in  the  latter  an 
interval  of  rest  often  results  in  a  rapid  subsidence  both  of 
local  signs  and  general  symptoms,  and  no  further  incision 
may  be  required. 

Patients  arriving  at  the  general  hospitals  may  have  been 
submitted  to  several  varieties  of  primary  wound  treat- 
ment. .Speaking  generally,  the  principles  adopted  have 
consisted  in  the  maintenance  of  rest,  moisture,  and  an 
antiseptic  application.  In  the  earlier  stages  of  the  cam- 
paign numerous  antiseptic  solutions  were  employed,  also 
the  hypertonic  saline  solution,  but  of  late,  in  the  great 
majority  of  cases,  solutions  of  which  the  active  con- 
stituent is  chlorine  have  found  most  favour  and  have 
proved  the  most  satisfactory  in  practice.  Eusol,  and  with 
gradually  increasing  frequency  the  Dakin-Daufresue  solu- 
tion of  hypochlorite  of  sodium,  are  those  now  most  com- 
monly resorted  to.  In  the  case  of  the  former,  moist 
gauze  dressings,  in  combination  with  ordinary  rubber 
drainage  tubes,  have  been  generally  employed ;  for  the 
latter  the  technique  of  Carrel  is  used. 

A  smaller  number  of  cases  have  been  treated  by  other 
methods,  such  as  primary  suture,  the  salt  pack,  closure 
after  the  introduction  of  a  mixture  of  iodoform,  bismuth 
subnitrate  and  paraffin  (Rutherford  Morison's  method),  a 
solution  of  brilliant  green,  etc.  A  word  may  he  added 
regarding  the  salt  pack  method  advocated  by  Colonel 
H.  M.  W.  Gray.  This  method,  consisting  in  a  thorough 
packing  of  every  crevice  of  the  wound  with  gauze,  between 
the  layers  of  which  tablets  of  sodium  chloride  are  enclosed, 
is  suitable  for  wounds  of  the  large  funnel  type  or  of  a 
superficial  nature.  It  is  notsafefortunuel  wounds,  wounds 
implicating  the  large  vessels,  or  highly  comminuted 
fractures.  The  early  action  of  the  sodium  chloride  is 
inhibitory,  and  gives  no  aid  to  the  healing  process;  indeed, 
the  tablets,  even  when  enveloped  in  gauze,  cause  local 
necrosis  of  the  tissues  opposite  to  them.  On  the  other 
hand,  wounds  dressed  in  this  manner  may  be  left  un- 
touched in  many  cases  for  a  week  or  ten  days,  during 
which  period  the  patient's  general  condition  remains 
excellent.  The  pack,  acting  as  a  foreign  body,  excites  a 
local  reaction  around  the  wound,  with  a  consequent  narrow 
wall  of  inflammatory  infiltration  which  protects  the  general 
system  from  the  absorption  of  toxic  products  from  the 
wound.  Suitable  cases  dressed  in  this  )nanner  arrive  in  a 
surprisingly  good  condition  at  the  general  hospitals,  and 
the  wounds  do  well  with  subsequent  cleanly  antiseptic 
treatment.  Subsequent  introductions  of  the  pack  are 
neither  conducive  to  rapid  closure  of  the  wound,  clean- 
liness, nor  the  amenities  of  the  ward,  and  are  undesirable. 

It  may  be  well  here  to  meution  the  experience  which 
has  been  gained  as  to  three  points  in  the  technique  of 
the  treatment  of  septic  wounds — drainage,  irrigation,  and 
baths. 

Drainage. 

The  methods  of  maintaining  the  free  escape  of  septic 
discharges  from  the  wound  have  undergoiie  considerable 
modification,  although  no  doubt  has  arisen  as  to  the 
cardinal  importance  of  the  principle  to  be  carried  out. 
In  the  earlier  stages  of  the  war  it  was  effected  mainly  by 
the  introduction  of  rubber  tubes  of  large  calibre  and  other 
devices,  and  these  wore   retained  for  prolonged  periods  at 
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the  general  liospitals.  The  objections  to  this  nietliod — tlie 
tendency  of  the  tube  to  form  for  itself  a  localized  channel 
useless  tor  general  escape  of  fluid,  the  presence  of  a  foreign 
body  in  the  wound  capable  of  exercising  injurious  local 
pressure,  the  establishment  of  a  track  by  which  infection 
could  be  freely  conveyed  from  the  surface  to  the  depths  of 
the  wound  cavity,  and  lastly,  the  difficulty  of  determining 
the  moment  at  which  the  tube  might  bo  safely  removed 
after  its  prolonged  stay — were  obvious,  but  they  were  faced 
for  a  time  in  view  of  the  very  serious  infections  that  had 
to  be  dealt  with.  A  revulsion,  however,  soon  followed, 
in  consequence  of  the  unsatisfactory  results  attained,  and 
the  tube  is  now  retained  as  a  provisional  measure,  and  in 
many  cases  not  employed  at  all.  The  main  element  in 
the  decreased  use  of  the  cylindrical  tube  has  been  the  in- 
troduction of  what  may  be  called  the  "  curtain  "  method. 
This  is  well  illustrated  in  two  forms  by  Cariel's  and 
Rutherford  Jlorison's  systems  respectively.  In  Carrel's 
the  wound  surfaces  are  kept  apart  not  by  the  small  tubes 
employed  for  the  purpose  of  instillation,  but  by  the  layer 
of  fluid  cimstantly  renewed  between  them  and  the  light 
gauze  packing  introduced  to  retain  it.  In  Rutherford 
Morison's,  a  thin  layer  of  an  antiseptic  medium  covers 
every  part  of  the  surface  of  the  exposed  tissues,  and  forms 
a  curtain  or  cleft  which  allows  for  the  escape  of  sucli 
fluids  as  may  collect  within  the  wound.  The  drainage 
effected  by  the  salt  [lack  is  of  a  similar  character,  supple- 
mented by  the  absorptive  power  of  the  pack  itself  before 
it  becomes  thoroughly  impregnated  with  the  discharges. 

Irrigation. 
Continuous  irrigation  has  greatly  lost  in  favour;  it  has 
the  prinuiry  objection  of  inconvenience  to  the  patient, 
while  experience  has  demonstrated  the  difticulty  of  pre- 
venting the  fluid  from  forming  definite  runlets,  and  con- 
sequently of  ensuring  the  flow  of  the  fluid  employed  over 
the  whole  surface  of  the  wound.  Its  use  has  consequently 
been  more  and  more  restricted  ;  and,  except  in  the  form 
of  a  periodical  flush,  irrigation  is  little  emjjloyed. 

liiifhs. 
Antiseptic  baths  have  also  lost  in  favour  with  the  de- 
velopment of  more  effective  antiseptic  methods.  Beyond 
the  obvious  difliculties  of  so  arranging  the  limb  as  to 
avoid  pressure  and  swelling  (a  difficulty,  by  the  way, 
much  diminished  by  the  excellent  form  of  bath  devised  by 
Captain  JI.  Donaldson  I,  tlie  bath  entails  the  serious  dis- 
advantage, in  dealing  with  a  septic  limb,  of  the  imprac- 
ticability of  preventing  liurtful  movements  of  the  part. 

At  the  present  time  the  most  successful  results  that  are 
being  attained  in  all  forms  of  wound  are  undoubtedly 
those  in  which  the  Carrel-l^akin  method  is  employed. 
This  method  has  not  only  shown  itself  successful  in  the 
early  treatment,  but  also  in  the  later  treatment  of  septic 
wounds,  even  in  the  stage  of  chronic  established  suppura- 
tion. It  has  been  definitely  proved  that  simple  flesh  wounds 
dealt  with  during  the  first  twelve  hours  after  infliction  can 
be  rendered  practically  sterile  in  an  average  of  six  days, 
those  dealt  with  later  in  an  average  of  twelve  days,  that 
compound  fractures  may  be  sterilized  within  three  weeks, 
and  that  all  three  classes  of  case  may  be  secondarily 
sutured  and  closed  at  these  dates.  Economy  in  time, 
diminution  in  the  risks  of  secondary  complications, 
increase  in  the  comfort  and  well-being  of  the  patient 
during  treatment,  are  all  ensured  by  the  method. 

It  also  ensures  what  has  become  the  supreme  object 
in  dealing  witli  septic  wounds,  the  possibility  of  early 
secondary  suture.  The  importance  of  using  a  bacterio- 
logical test  to  deternjine  the  date  of  closure  of  the  wound 
cannot  be  too  strongly  im[)ressed  if  anything  like  habitual 
success  is  to  be  attained.  Opportunity  has  not  yet  been 
alforilcd  f(^r  the  trial  of  the  nu^thod  during  a  great  rush  of 
wounded  men,  but  arrangements  liave  been  made  to  carry 
it  out  if  possible.  Kven  shi/uld  this  )n-ove  impracticable, 
the  system  can  readily  be  carried  out  in  cpiietcr  times  for 
a  very  large  number  of  patients.  It  has  one  obvious 
advantage  over  any  other  method  of  treating  septic 
wounds,  th(^  production  of  a  thin  supple  scar,  not  likely  to 
interfere  with  the  mobility  of  the  parts,  or  to  cause  trouble 
by  subsequent  contraction. 

'I'he  alt(;rnative  method  of  secondary  closure  (that  of 
Itutlierford  .Morison')  avoids  the  tedious  ]irocess  and  care- 
ful manipulation  essential  to  the  success  of  Carrel's  method, 
.saves  much  time  on  the  part  of  both  surgeons  and  nurses. 


and  the  patient  has  not  to  undergo  the  discomfort  of 
repeated  dressings.  Little  experience  has  yet  been  gained 
of  its  suitability  as  a  primary  procedure,  but  in  infected 
suppurating  wounds  it  has  attained  great  success.  It  must, 
however,  be  allowed  that  the  cicatri.x  obtained  is  very 
inferior  to  that  which  follows  the  use  of  Carrel's  system, 
from  the  initial  period  onward,  and  the  inclusion  of  particles 
of  bisnmth  and  iodoform  has  some  disadvantages,  both 
immediate  and  remote.  One  great  advantage  of  Rutherford 
Jlorison's  method  is  also  lost  in  the  cases  treated  by  it  in  a 
field  ambulance  or  casualty  clearing  station — the  patients 
must  undergo  transport  with  its  consecjuent  shaking  and 
disturbance  of  the  wound  ;  hence  patients  with  the  slighter 
injuries,  whose  wounds  have  been  closed  by  this  method 
often  arrive  with  the  composition  escaping  from  a  wound 
in  which  little  or  no  union  has  taken  place,  and  no 
appreciable  benefit  has  been  conferred. 

While  it  may  be  said  fairly  that  the  Listerian  principle 
has  been  more  nearly  attained  by  the  method  of  Carrel 
than  by  any  other  in  use,  and  that  the  results  are  of  a  very 
satisfactory  nature,  yet  it  must  still  be  allowed  that  an 
ideal  antiseptic  medium  remains  to  be  found,  especially 
in  respect  of  consistency  of  strength  and  persistence  in 
action.  In  both  respects  the  bismuth  iodoform  methods 
ott'er  some  advantages  to  make  up  for  the  cruder  character 
of  the  cosmetic  results  obtained.  In  France  the  surgeon, 
like  the  modern  Jew,  still  awaits  the  advent  of  the 
Messiah  ;  perliaps  that  advent  is  near  in  the  person  of 
flaviue.  ileauwhile,  we  rest  in  hope  and  happy  in  the 
firm  belief  that  "the  stinuilus  of  imperfection  taking 
place  immediately  calls  forth  the  action  of  restoration," 
and  the  struggle  is  Muiintained  to  further  the  great  prin- 
ciple, ■"the  first  and  great  rc([uisite  for  the  restoration  of 
wounded  parts  is  rest,  as  it  allows  that  action  which  is 
necessary  for  repair  to  go  on  without  interruption,"  a 
struggle  which  only  the  military  surgeon  on  active  service 
can  fully  appreciate. 

SECOND.VUY  lIAEMORRH.UiE. 

In  the  light  of  modern  surgery  this  accident  has  been 
deplorably  common,  and  though  but  little  new  has 
emerged  from  the  experience  of  tlie  war,  a  few  remarks 
upon  the  subject  seem  warranted,  the  more  so  in  that  the 
increasing  frequency  with  which  transfusion  of  whole 
blood  has  been  employed  to  counteract  the  effects  of  the 
accident  does  show  some  advance  in  treatment. 

As  a  manifestation  of  septic  infection,  it  is  obvious  that 
improved  methods  of  wound  treatment  ofl'er  the  best 
chance  of  reducing  the  fre(jnency  of  secondary  haemor- 
rhage, and  it  maj'  be  confidently  stated  that  with  the 
development  of  more  satisfactory  methods  the  accident 
has  become  less  common.  Still  it  must  be  recognized  that 
in  dealing  with  gunshot  wounds  we  are  likely  to  be  of 
necessity  limited  to  the  process  of  secondary  sterilization 
of  an  infected  wound;  further,  that  we  stand  in  the  face 
of  a  variety  of  wound  in  which  incomplete  primarj'  lesions 
of  the  blood  vessels  are  more  common  than  in  any  other. 
The  eventual  perforation  of  the  vessel  wall,  therefore,  is  up 
to  a  certain  date  more  commonly  the  result  of  the  separa- 
tion of  a  slough  of  primarily  devitalized  tissue  than  due 
to  the  extension  of  a  pfocess  of  ulceration  from  without. 

One  or  two  special  features  may  be  emphasized  in  con- 
nexion with  secondary  haemorrhage  from  gunshot  wounds. 
It  may,  of  course,  occur  from  any  large  vessel,  or  in  old 
toxaemic  or  septicaemic  subjects  it  may  be  of  the  paren- 
chyuuxtous  variety.  Given  this  generalization,  however, 
we  fintl  that  certain  vessels  are  much  more  commonly  tlie 
source  of  bleeding  than  others.  The  localization  is  deter- 
mined by  the  degree  of  fixation  of  the  vessel  and  the  firm- 
ness of  the  Ijed  upon  which  it  lies.  Thus  the  circumflex 
branches  of  the  axillary  artery,  the  subscapular  or  posterior 
scai)ular  vessels  in  pro.ximity  to  the  scapula,  the  gluteal 
artery,  the  articular  branihes  of  the  popliteal  artery,  the 
circumflex  branches  of  the  profunda  f<'moris,  the  femoral 
artery  in  the  lower  part  of  Huntei's  canal,  and  the  anterior 
tibial  artery  as  it  lies  on  the  intei osseous  membrane,  are  all 
common  sites,  ami,  it  may  be  also  remarked,  troubksouo 
ones  in  which  to  deal  comfcu'tably  witli  the  injured  vessel. 
.\nothor  peculiarity  is  the  comparative  freipumcy  with 
which  large  truidis  in  mobile  positions,  such  as  Scarpa's 
triangle,  may  escape  damage  by  displacement  and  lie 
exposed  on  the  surface  of  a  large  open  wound.  Such 
vessels  nuiy  not  infrequently  have  suffered  contusion  with 
cou.se(iuent  thrombosis. 
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As  to  tlie  general  treatment  of  these  injured  vessels, 
little  new  has  been  evolved ;  direct  local  ligature,  pro- 
longed forcipressure,  or  at  the  last  extremity  local  plugging, 
are  still  the  means  on  which  the  surgeon  must  depend. 
On  rare  occasions,  as  an  emergency  measure,  a  proximal 
ligature  may  be  applied,  but  this  is  rarely  successful  and 
often  harmful.  A  single  exception  to  this  rule  must  be 
allowed  in  the  case  of  uncontrollable  haemorrhage  from 
wounds  of  the  gluteal  region;  here  in  several  instances 
ligature  of  either  the  internal  iliac  artery  or  its  posterior 
trunk  has  proved  a  successful  measure. 

The  proper  method  of  treatment  of  an  exposed  arterial 
trunk,  whether  thrombosed  or  not,  has  opened  up  a  ques- 
tion upon  which  the  civil  surgeon  rarely  has  to  form  a 
decision.  It  may  be  broadly  stated  that  the  line  of  treat- 
ment depends  mainly  upon  the  degree  of  septicity  of  the 
wound  of  the  surrounding  soft  parts.  If  the  arterial  coats 
are  not  seriously  damaged  and  the  wound  be  in  a  con- 
dition likely  to  respond  to  antiseptic  treatment,  an  expec- 
tant attitude  should  be  assumed  if  the  vessel  be  pervious. 
If,  on  the  other  hand,  the  artery  is  thrombosed,  the  right 
course  is  to  place  ligatures  botli  above  and  bslow  the 
obliterated  portion  of  the  vessel,  because  such  arterial 
thrombi  in  any  case  result  in  permanent  occlusion,  while 
in  many  instances  the  vessel  may  give  way  at  the  limits 
of  the  clot,  a  solid  cylinder,  like  a  pencil,  coming  away 
with  great  risk  of  haemorrhage ;  beyond  this  the  clot 
provides  a  possible  source  of  a  peripheral  embolus. 

As  to  the  general  treatment  of  patients  in  whom  a 
secondary  haemorrhage  has  occurred,  internal  styptics 
such  as  calcium  lactate  have  proved  useless.  This  is 
easily  intelligible  in  the  case  of  the  larger  vessels,  for  in 
such  a  more  or  less  rounded  opening  is  usually  present, 
the  occlusion  of  which  by  a  mural  clot  is  of  no  more  than 
very  temporary  use,  while  a  local  thrombus  obstructing 
the  whole  lumen  is  unlikely  to  form.  Even  in  cases  of 
the  parenchymatous  variety  internal  remedies  have  proved 
useless. 

The  main  advance  in  treatment  has  consisted  in  a  return 
to  the  practice  of  transfusion  of  "  whole  blood,"  which  has 
in  great  measure  displaced  the  unsatisfactory  saline  intu 
sion.  For  the  popularization  of  this  method  we  are  mainly 
indebted  to  our  Canadian  colleagues  in  France.  Several 
methods  have  been  employed — the  Kimpton  tube,  the 
Unger  two-way  stopcock,  direct  connexion  of  the  radial 
artery  of  the  donor  with  the  vein  of  the  recipient  by  a 
I>aratlin-coated  rubber  tube  provided  w  ith  silver  cannulae 
at  either  end,  the  employment  of  a  series  of  Record 
syringes,  or  the  citrated  method. 

Papers  have  been  written  on  this  subject  by  E.  .■irchibald,- 
L.  Bruce  Robertson,''  A.  Fullerton,  (i.  Dreyer,  and  H.  C. 
Bazett.^  The  number  of  cases  published  is  not  large  ;  the 
latter  authors  include  nineteen  with  eight  recoveries.  A 
large  number  of  patients  have,  however,  been  treated  over 
the  whole  army  area,  and  a  generally  favourable  opinion 
as  to  the  results  has  been  established.  It  must  be  re- 
membered also  that  a  very  unpromising  type  of  case  has 
often  been  selected.  Generally  speaking,  tlie  good  results 
have  been  obtained  in  cases  of  pure  anaemia ;  when  the 
anaemia  has  depended  in  part  on  haemorrhage,  in  part  on 
septic  infection,  the  procedure  has  not  been  satisfactory. 
Again,  it  has  been  more  frequently  successful  as  a  measure 
in  primary  than  in  secondary  haemorrhages. 

Military  conditions  have  allowed  small  opportunity  for 
preliminary  haemolytic  tests  applied  to  either  donor  or 
recipient,  but,  when  practicable,  a  small  preliminary  trans- 
fusion of  10  c.cm.  of  the  donor's  blood  has  been  made  the 
day  previous  to  the  main  procedure;  accidents  due  to 
haemolytic  reaction  have  not,  however,  been  common.  In 
one  case,  under  the  observation  of  the  writer,  the  patient 
passed  highly  blood-stained  urine  for  the  succeeding  thirty- 
six  hours,  but  he  recovered  with  no  further  bad  symptom. 
In  a  few  others  alarming  symptoms  have  passed  off  with 
no  further  result  when  the  transfusion  was  discontinued,  and 
two  patients  have  probably  died  as  a  direct  result  of  the 
treatment.  Ill  effects  have  not  been  sufficiently  numerous, 
however,  to  raise  the  question  of  justifiability  in  the 
desperate  cases  for  which  the  procedure  is  undertaken. 

GAS  GANGRENE. 

This  complication  has  been  already  dealt  with,  as  it  is 

met  with  in  the  field  ambulances  and  casualty  clearing 

stations.     Naturally  the  most  acute  cases  do  not  reach  the 
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coinoidently  with  the  development  of  the  clearing  station 
accommodation  and  the  general  acceleration  of  the  trans- 
port of  patients  consequent  on  a  shorter  aud  quicker 
journey,  fewer  cases  of  the  most  serious  nature  arrive. 
None  the  less,  the  insidious  manner  in  which  the 
process  starts,  the  I'apidity  with  which  it  spreads,  and 
the  tendency  which  exists  for  delay  iu  its  development,  all 
tend  to  maintain  a  constant  supply  of  cases  to  the  general 
hospitals. 

Some  early  conceptions  of  the  disease  have  under- 
gone considerable  modification  ;  thus  it  was  assumed,  in 
consequence  of  the  frequency  with  which  the  limbs  are 
attacked  and  the  fact  that  extension  from  the  limbs  to  the 
trunk  is  commonly  confined  to  the  subcutaneous  tissues, 
that  the  trunk  itself  was  seldom  primarily  affected.  More 
extensive  observation  has  shown  the  fallacy  of  that 
assumption,  and  it  is  now  well  known  that  the  contents  of 
the  cranial  cavity,  the  pleurae,  the  pericardium,  the  peri- 
toneum, the  retroperitoneal  tissue,  and  the  muscular 
planes  of  the  trunk  are  all  attacked  with  varying  degrees 
of  frequency.  The  implication  of  the  great  body  cavities, 
however,  offers  some  special  features;  thus  the  infection  is 
usually  primarily  of  effused  blood  or  blood  clot,  and  in 
consequence  of  the  resistance  of  freshly  effused  blood  to 
the  growth  of  the  organisms,  the  exacerbation  of  symptoms 
is,  as  a  rule,  retarded  for  several  days,  or  even  a  longer 
period.  The  symptoms  iu  such  cases  offer  a  remarkable 
resemblance  to  those  of  a  sudden  internal  secondary 
haemorrhage,  a  fact  that  in  early  days  sometimes  led  to 
confusion. 

Another  question  which  is  at  present  undetermined  is 
the  relative  frequency  with  which  patients  die  from  a  pure 
toxaemia,  or  of  an  actual  septicaemia.  The  number  of 
instances  in  which  organisms  have  been  observed  in  or 
cultured  from  the  blood  is  relatively  few,  a  remarkable  fact 
considering  the  i-apidity  with  which  the  entire  vascular 
system  is  invaded  after  death.  Certain  observations,  how- 
ever, beyond  those  made  upon  the  blood  afford  definite 
evidence  that  at  an  early  stage  a  general  infection  is  not 
uncommon.  It  was  remarked  at  Boulogne  in  an  early 
stage  of  the  campaign  that  certain  patients  arriving  with 
gaseous  cellulitis  of  the  limbs  had  at  the  same  time  local 
patches  upon  the  trunk  or  arms  at  the  sites  of  previous 
punctures  for  the  injection  of  tetanus  antitoxin,  or  even 
morphiue  injections ;  further,  that  similar  phenomena 
might  follow  the  introduction  of  a  saline  infusion.  Again, 
cases  were  observed  in  which  gas  was  voided  with  the 
urine,  and  in  one  of  these  a  culture  of  B.  perfrimjenx  was 
made  from  the  urine.  Further,  a  less  striking  occurrence, 
as  the  tendency  of  these  infections  to  cause  local  throm- 
bosis is  well  known,  a  certain  proportion  of  the  patients 
developed  metastatic  deposits  in  other  parts  of  the  body. 
It  may  be  observed  that  one  of  the  most  common  seats  of 
these  latter,  the  opposite  buttock,  is  not  always  free  from 
the  suspicion  of  being  a  direct  extension. 

In  other  cases  the  rapidity  of  the  process  suggested  a 
pure  toxaemia,  and  some  support  to  this  view  is  found  in 
the  rapidity  with  which  the  limbs  in  some  cases  enlarge 
from  a  toxic  oedema  independently  of  the  presence  of  gas. 
Major  Rowland  found  that  the  filtered  fluid  from  such 
cases  caused  general  oedema  and  death  in  a  few  hours 
when  injected  into  rabbits  or  guinea-pigs  independently  of 
the  presence  of  any  organisms,  and  was  working  on  this 
subject  at  the  time  of  his  death. 

The  factors  determining  the  mode  and  rapidity  of 
extension  of  tlie  process  have  also  given  rise  to 
much  interest.  Certain  facts  appear  to  definitely  favour 
the  view  that  the  process  is  a  true  cellulitis,  although 
the  frequency  and  extent  to  which  the  muscles  suffer 
has  led  some  observers  to  speak  of  the  anaerobes 
giving  rise  to  the  condition  as  muscle  feeders.  It  may 
be  premised  that  the  organisms  concerned  can  establish 
no  footing  in  the  body  in  the  absence  of  either  dead 
tissue  or  some  foreign  body,  and,  this  fact  granted,  it  is 
obvious  that  the  localization  of  the  dead  matter  will  corre- 
spond with  the  commencement  of  the  process.  Since  the 
establishment  of  the  fact  by  Major  Curtis  M'ebb,'^  that 
y-ray  examination  allows  the  determination  of  the  presence 
of  gas  in  the  tissues,  this  method  of  examination  has  been 
widely  employed  as  a  means  of  diagnosis,  aud  the  examina- 
tion of  an  entire  limb  by  this  method  (Major  Littler  Jones) 
affords  some  striking  information.  If,  for  instance,  the 
quadriceps  muscle  of  the  thigh  has  been  wounded,  the  gas 
may  invade  the  entire  nuiscle,  but  the  extension  will  bo 
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seeu  to  follow  tlie  course  of  the  great  vasculai-  cleft  to  tlie 
leg  aud  even  the  foot,  being  localized,  in  the  early  stage  at 
least,  to  the  cellular  tissue.  Again,  clinically,  the  extension 
of  gas  fioni  the  upper  to  the  lower  part  of  the  thigh  may 
souietiiues  be  evidenced  by  a  characteristic  elongated 
swelling  following  the  course  of  the  vessels.  Then,  with 
regard  to  the  intimate  structure  of  the  muscle  itself,  the 
separation  of  the  individual  fibres  appears  to  indicate  a 
similar  process. 

The  rapidity  with  which  the  cellulitis  spreads  and 
destruction  is  caused  appears  to  depend  on  the  one  hand 
on  the  tension  in  the  special  area  affected,  and  possibly  on 
the  virulence  of  the  organism  or  group  of  organisms  con- 
cerned ;  on  the  other,  on  the  degree  of  interference  with 
the  vascular  supply  either  by  the  original  damage  or  by 
subsequent  thrombosis  of  the  vessels  concerned.  Captain 
Bashford''  has  dealt  with  both  these  questions.  The 
clinical  observation  of  the  rapid  development  of  massive 
gangrene  in  a  limb  subsequently  to  the  ligature  of  the 
main  artery,  or  again  the  rapid  death  of  that  part  of  a 
long  muscle  cut  off  from  its  arterial  supply,  is  common 
enough. 

As  to  the  actual  organisms  or  combination  of  organisms 
responsible  for  the  gangrene  in  its  special  forms,  which 
may  determine  either  the  soft  oedematous  limb  or  the 
tight  drum-like,  or  the  emphysematous  varieties,  no  definite 
knowledge  exists.  Captain  Henry  has  furnished  a  short 
summary  (printed  at  page  806)  of  the  important  series  of 
observations  carried  out  by  himself  on  the  organisms 
concerned. 

Another  point  of  interest  in  this  relation  not  cleared  up 
is  the  absence  of  knowledge  as  to  what  determines  the 
rapid  haemolysis  in  one  ease  accompanied  by  the  develop, 
ment  of  more  or  less  intense  jaundice,  while  other  patients 
present  merely  the  appearance  of  extreme  anaemia  before 
death.  Generally  speaking,  the  anaemic  patients  are  those 
that  die  most  rapidly,  aud  the  difference  may  depend 
simply  on  time,  since  the  chai-acteristic  brilliant  orange- 
coloured  discharge  from  the  wound  met  with  in  mixed 
infections  is  rarely  observed  before  the  third  or  fourth 
day.  The  actual  deficiency  in  the  volume  of  blood  in 
the  cases  of  rapidly  fatal  issue  is  indicated  by  the  low 
tension  of  the  pulse  as  determined  by  palpation,  and  a  loud 
knocking  sound  in  the  great  arterial  trunks,  which  gains 
the  same  intensity  as  it  does  in  many  patients  dying  from 
pure  haemorrhage,  and  consequent  fall  in  the  diastolic 
pressure. 

Such  advance  in  methods  of  treatment  as  has  been  made 
rests  entirely  on  the  knowledge  of  the  danger  of  leaving 
dead  infected  tissue  or  foreign  bodies  in  the  wound,  and 
the  necessity  of  relieving  all  tension  in  the  structures 
affected ;  thus  the  knife  is  still  our  only  aid.  In  making 
incisions  for  the  relief  of  this  form  of  cellulitis  it  may  be 
remembered  that  size  is  of  minor  subsequent  importance, 
provided  the  incisions  are  so  planned  as  to  avoid  important 
structures  and  to  allow  of  subsequent  secondary  closure. 
The  latter  is  of  special  importance  since  the  wounds 
infected  by  anaerobes  often  rapidly  clean,  and  form  some 
of  the  best  for  secondary  closure  at  a  comparatively  early 
date. 

Where  amputation  is  indicated,  the  one  principle  to  be 
adhered  to  consists  in  the  maintenance  of  an  open  stunq). 
It  has  been  found  that  under  these  conditions,  even 
where  the  amputation  has  been  made  through  oedematous 
tissue,  the  latter  drains  freely  and  no  further  extension 
takes  place.  Beyond  this,  oedematous  connective  tissue, 
especially  that  of  the  green  variety,  is  often  found  to  be 
sterile,  hence  the  inadvisability  of  interfering  with  it, 
particidarly  around  the  vessels  and  nerves,  and  thus 
opening  up  the  planes  of  the  limb  to  further  infec- 
tion. 

Sir  .Mmroth  Wright,"  in  a  paper  on  the  conditions  which 
govern  the  growth  of  the  bacillus  of  gas  gangrene  in 
artificial  culture  media,  in  the  hlood  fluids  in  rilio,  and  in 
the  dead  and  living  organism,  has  madi^  the  suggestion 
that  intravenous  injections  of  sodium  bicarbonate  may 
)irove  a  means  of  combating  the  toxaemia,  and  gives  short 
details  of  six  patients  treatt^l  by  this  method,  of  whom 
two  survived,  ile  assumes  that  in  the  treatnuuit  of  the 
so-called  "  gas  gangrene  infections  of  nuiu  "  he  was 
il<'aling  essentially  with  the  same  phenonu'na  as  those 
observed  in  certain  laboratory  experiuunits  which  showed 
that  tlie  bacillus  of  Welch,  when  grown  /)/  rilro  in  serum, 
diminishes     the    antitryptic    power    of    the    medium    and 


renders  it  acid,  thus  converting  the  serum  into  a  pre- 
eminently favourable  medium  for  the  growth  of  the 
bacillus.  Experiments  on  the  blood  in  the  dead  body 
showed  that  it  is  these  chemical  changes  wliich  furnish 
the  conditions  required  for  the  avalanclie-like  progress  of 
the  bacterial  infection.  Finally,  experiments  on  living 
animals  showed  a  reduction  in  the  alkalinity  of  the  fluids 
taken  from  the  focus  of  infection,  and  a  reduction  in  that 
of  the  circulating  blood — also  an  increase  in  the  anti- 
tryptic power  of  the  blood,  combined  with  a  diminished 
or  abolished  antitryptic  power  in  the  infected  tissues. 

In  his  investigations  of  the  disease  in  human  subjects 
he  found  the  same  high  antitryptic  response  in  the  circu- 
lating blood  aud  the  reduced  or  abolished  antitryptic  power 
in  the  infected  tissues  or  infected  effusions,  combined  with 
diminished  alkalinity  of  both  tissues  and  effusions — thus, 
a  local  acidosis  but  also  an  acidaemia,  the  latter  being 
found  when  an  infection  has  culminated  in  "gas  gangrene 
toxaemia." 

TETANUS. 

Tetanus,  the  terrible  scourge  which  gave  rise  to  so  great 
anxiety  in  theautunm  and  early  winter  of  1914,  has  become 
a  comparatively  infrequent  wound  complication  since  tlie 
adoption  of  prophylactic  injections  of  antitoxin  in  all  cases 
of  wounds  and  in  ca.ses  of  "  trench  foot  "  accompanied  by 
vesication.  Nevertheless  cases  still  occur,  in  some  instances 
because  the  primary  injection  has  been  given  late  as  a 
result  of  the  patien'.;  not  being  able  to  be  "collected"  from 
the  zone  of  flre,  a  few  men  escape  treatment  as  a  conse- 
quence of  the  number  of  wounded  needing  to  be  dealt  with 
after  a  serious  engagement,  and  special  idiosyncrasy  may 
account  for  others.  At  an  early  date  it  was  also  recognized 
that  the  protective  influence  of  the  antitoxm  is  often 
exhausted  at  the  end  of  eight  or  ten  days ;  hence  a  general 
order  was  given  to  the  effect  that  the  injections  should 
be  repeated  at  intervals  of  seven  days  in  all  cases  of  serious 
wound  and  to  patients  whose  wounds  were  not  progressing 
well. 

The  cases  met  with  include  every  degree  and  variety  of 
the  disease.  Thus  very  acute  cases  with  general  spasms, 
slight  cases  in  which  trismus  is  the  main  feature,  cases  of 
"  head  tetanus,"  either  of  the  paralytic  class  or  with  clonic 
spasms  of  the  muscles  of  mastication,  splanchnic  tetanus, 
local  tetanus  of  the  limbs,  sometimes  remaining  confined  to 
the  wounded  member,  in  others  becoming  general,  and 
cases  of  the  so-called  delayed  class.  In  one  remarkable 
instance  of  the  last  variety  the  patient,  who  had  been  sent 
to  England  in  .\ugust  with  a  small  wound  of  the  buttock, 
at  the  bottom  of  which  was  a  small  retained  foreign  body-, 
returned  to  duty  two  months  later.  Wlien  on  duty  in  the 
trenches  stiffness  of  the  corresponding  limb,  at  first 
ascribed  to  sciatica,  developed,  and  later  general  tetanic 
symptoms.  Active  treatment  with  antito.xin  was  followed 
by  an  uninterrupted  recovery. 

.Accumulated  experience  has  negatived  the  utility  of 
treatment  with  carbolic  acid  or  magnesium  sulphate,  both 
of  which  remedies  were  vaunted  iu  the  early  stages  of  the 
campaign.  Curative  treatment  by  antitoxin  is  still  upon 
its  trial,  and  considerable  differences  of  opinion  exist  both 
as  to  its  utility  and  as  to  which  route  should  be  chosen  for 
its  exhibition.  The  subcutaneous  route  is  generallj'  con- 
sidered unsatisfactory  on  account  of  the  delay  in  con- 
veyance of  the  antitoxin  to  the  required  area;  hence, 
although  generally  chosen  for  prophylactic  purposes,  its 
use  as  a  method  of  curative  treatment  is  restricted  to  an 
auxiliary  role.  The  intermuscular  route  lias  found  more 
favour,  although  its  efficacy  is  doubted  by  many.  The 
intravenous  route  has  not  been  shown  to  be  specially 
etticacious,  and  as  accidents  of  an  anaphylactic  character 
have  followed  its  use  it  has  been  practically  abandoned. 
The  general  applicability  of  the  intrathecal  route  is  still 
under  discussion  ;  the  chief  objection  to  its  use  lies  in  the 
large  (juautity  of  serum  which  requires  to  Ix!  intrculuced 
and  the  comparatively  serious  nature  of  the  procedure 
itself  if  repeated  injections  are  nuide.  In  some  cases  a 
definite  disturbance  of  the  intracranial  pressure  appears  to 
result,  and  in  some  local  inrtamuuitory  changes  in  the 
spinal  theca  have  occurred.  In  spite  of  these  objections 
the  intiathecal  method  has  been  very  largely  employed, 
and  n  trial  is  now  being  nuule  of  a  highly  concentrated 
antitoxin. 

T'he  prognosis  has  depended  in  individual  cases  on  the 
length  of  the  incubation  period,  and,  in  spite  of  treatment. 
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the  mortality  lias  remained  above  70  per  cent,  of  all  cases 
treated.  Symptomatic  treatment  by  chloral  and  morphine, 
particularly  the  former,  has  retained  its  character  both  in 
the  relief  of  suffering  and  as  curative,  in  so  far  as  it  tends 
to  delay  exhaustion  dependent  on  the  spasms. 


OTHER  WOUND  INFECTIONS. 
Little  new  can  be  said  regarding  the  remaining  forms  of 
wound  infection,  but  it  may  be  generally  stated  that  the 
antiseptic  solutions  depending  upon  chlorine  for  their 
active  element  have  proved  the  most  successful  applica- 
tion. One  form  of  streptococcus  infection  deserves  special 
mention  as  possibly  corresponding  to  the  variety  of 
"  classical  hospital  gangrene "  described  as  the  mem- 
branous. Cases  of  this  nature  have  not  been  common, 
although  sufficiently  so  to  have  become  familiar.  A  wound 
which  has  previously  been  apparently  progressing  favour- 
ably becomes  covered  with  a  dense  grey  tough  membrane, 
firmly  adherent  to  the  subjacent  granulations.  In  the 
earliest  stage  this  membrane  does  not  materially  differ 
from  the  thin  layer  of  coagulated  fibrin  and  included 
leucocytes  which  not  uncommonly  forms  in  cases  of 
streptococcic  infection  which  after  a  time  fail  to  respond 
to  treatment.  The  same  cessation  of  free  discharge  from 
the  wound  surface  is  observed,  a  condition  well  described 
by  Colonel  Sir  Almroth  Wright  as  "  lymph  bound."  The 
membrane  then  thickens  so  as  to  resemble  one  of  the 
diphtheritic  class;  in  fact  strong  suspicion  was  aroused  in 
the  earlier  stages  of  the  war  that  the  change  was  due  to  a 
diphtheritic  infection.  Bacteriological  examination  has, 
however,  in  all  cases  resulted  in  the  discovery  of  strepto- 
cocci alone.  With  the  development  of  the  membrane  a 
continuously  increasing  hard  white  oedema  spreads  up  the 
limb  or  on  to  the  trunk,  the  patient  meanwliile  suffering 
with  pronounced  signs  of  toxaemia.  Incisions  into  the 
oedematous  area  give  rise  only  to  the  escape  of  a  small 
amount  of  serous  discharge,  and  the  tension  wounds  tend 
to  dry  up  with  little  change.  Amputation  is  usually  fol- 
lowed by  a  recurrence  of  the  same  type  of  wound  surface, 
and  the  patient  dies  in  from  four  days  to  a  week's  time 
after  the  commencement  of  the  process.  No  successful 
inethod  of  dealing  with  this  special  form  of  wound 
infection  has  been  devised. 


Septicaemia. 
The  most  common  form  has  been  in  connexion  with 
streptococcal  infections.  It  cannot  be  said  that  any 
advance  has  been  made  in  the  treatment  of  this  condition. 
Encouraged  by  the  results  published  by  Messrs.  Eraser  and 
Bates"  in  dealing  with  some  acute  general  infections,  and 
the  work  of  Lorrain  Smith  and  his  colleagues,  a  more  or 
leSs  extended  trial  has  been  made  of  intravenous  injections 
of  hypochlorous  acid  in  the  form  of  eusol,  but  no  satis- 
factory results  have  been  obtained.  The  same  remark 
obtains  to  a  more  limited  trial  with  colloid  chloride  of 
gold.  The  work  of  Dakin  has  shown  that  the  antiseptic 
power  of  injections  of  eusol  must  be  small  in  consequence 
of  the  minute  amount  of  the  antiseptic  in  proportion  to 
the  volume  of  the  patient's  blood.  If  either  this  solution 
or  that  of  chloride  of  gold  can  effect  any  useful  purpose,  it 
is  probably  only  by  exciting  as  irritants  a  certain  degree  of 
activity  in  the  endothelial  lining  of  the  blood  vessels,  and 
in  neitlier  ease  has  this  proved  sufficient  to  serve  the 
purpose  aimed  at  of  sterilizing  the  blood. 

INJURIES  TO  THE  GREAT  VESSELS. 

The  dangerous  nature  of  injuries  to  the  great  .vascular 
trunks  has  been  amply  demonstrated  by  the  fact  that, 
except  one  or  two  injuries  to  the  innominate  vessels,  the 
subclavian  artery  in  the  thoracic  part  of  its  course,  and 
possibly  a  few  iliac  (although  the  writer  has  seen  none  of 
the  latter  amongst  over  300  carefully  examined  cases  of 
injuries  to  the  larger  arteries),  injuries  to  the  vessels  of 
the  trunk  have  been  conspicuous  by  their  absence  on  the 
lines  of  communication. 

A  considerable  experience  has  been  gained  regarding 
the  effects  of  contusion  of  the  vessels,  which  has  in  the 
main  substantiated  the  Erench  pre-war  experimental 
observations.  At  the  same  time,  the  occurrence  of  single 
simple  linear  fissures  of  the  intima  has  been  a  more 
common  form  of  lesion  than  one  would  have  been  led  to 


expect.  The  chief  importance  of  these  lesions  has  been 
in  connexion  with  socondary  haemorrhage,  to  which 
allusion  has  already  been  made,  and  in  tlie  frequency 
witli  which  the  injury  is  followed  by  thrombosis.  Several 
instances  of  subsequent  embolism  have  been  observed,  this 
particularly  in  the  case  of  the  cervical  vessels,  where 
cerebral  embolisms  are  readily  detected  as  a  consequence 
of  the  obvious  signs  with  which  blockage  of  the  cerebral 
vessels  is  attended.'"  "  This  experience,  combined  with 
that  of  similar  accidents  occurring  in  connexion  with 
actual  wounds  of  the  vessels,  raises  the  question  of  how 
great  a  proportion  of  the  instances  of  gaiigreuo  of  the 
extremities  following  injuries  to  the  vessels  of  the  limbs, 
either  spontaneous  or  following  ligature,  is  due  solely  to 
the  local  occlusion  of  the  main  vessel.  It  seems  likely,  if 
all  these  cases  could  be  thoroughly  investigated,  that 
embolism  in  the  distal  circulation  plays  a  more  important 
part  than  has  hitherto  been  accorded  to  it,  since  several 
observations  have  been  made  of  its  occurrence. 

The  frequency  with  which  various  forms  of  missile  have 
been  employed  has  been  followed  by  considerable  change 
in  the  nature  of  the  lesions,  the  highly  contused  lateral 
wound  of  the  artery,  and  the  clean  perforation  made  by 
the  modern  bullet,  have  of  late  been  less  in  evidence  than 
extensive  lateral  lacerations  and  more  or  less  limited 
lateral  perforations  caused  by  fragments  of  shells  or  minute 
fragments  derived  from  bombs.  Occlusion  of  wounds  of 
the  vessels  by  retained  shell  fragments,  the  removal  of 
which  has  been  followed  by  free  haemorrhage,  has  not 
been  rare.  On  the  other  hand,  instances  of  missiles  enter- 
ing and  travelling  along  the  blood  vessels  has  rarely  been 
observed.  The  most  striking  instances  have  been  those 
in  which  shrapnel  balls  have  obtained  entrance  to  the 
heart  or  lai'ge  veins  of  the  trunk  and  travelled  downwaixls 
by  gravitation.  The  most  interesting  feature  of  these 
cases,  observed  also  in  some  wounds  of  the  inferior  vena 
cava,  is  the  moderate  degree  of  primary  haemorrhage 
which  had  taken  place. 

Wounds  of  the  great  vessels  arrive  in  the  hospitals  on 
the  lines  of  communication  usually  some  days  after  their 
infliction,  but  a  considerable  proportion  may  arrive  at 
an  earlier  date  in  consequence  of  the  absence  of  primary 
haemorrhage,  or  the  coexistence  of  some  more  serious 
or  more  easily  recognized  injury  having  allowed  them  to 
be  overlooked.  This  is  especially  the  case  in  multiple 
bomb  or  shell  injuries,  where  one  out  of  twenty  small 
wounds  produced  by  as  many  fragments  widely  distributed 
over  the  whole  body  may  have  implicated  an  artery ;  or  in 
the  case  of  severe  fractures  of  the  long  bones,  accompanied 
by  great  swelling  of  the  soft  parts. 

The  result  of  this  experience  has  been  greatly  to  widen 
the  scope  of  the  stethoscope  in  the  diagnosis  of  arterial 
injuries,  since  auscultation  will  often  reveal  the  presence 
of  the  pathognomonic  systolic  bruit,  when  the  absence  of 
local  pulsation  in  the  swollen  area  and  the  presence  of 
pulsation  in  the  distal  arterial  circulation  may,  if  depended 
upon  alone,  lead  to  a  serious  error  in  diagnosis.  Further, 
it  has  been  observed  that  the  local  vascular  bruits  may,  in 
some  third  of  the  whole  number  of  injuries  to  arteries  of 
the  lower  extremity,  and  less  frequently  in  other  vessels,  be 
conveyed  to  the  cardiac  area,  and  distant  vascular  lesions 
have  in  some  cases  been  detected  by  the  presence  of  the 
apparently  cardiac  murmur.'-  This  phenomenon  is  ob- 
served both  in  pure  arterial  and  artcrio-venous  injuries. 
It  has  also  been  observed  that  the  distal  blood  pressure  of 
the  limb  is  materially  lowered  in  the  presence  of  a  lateral 
arterial  lesion — in  fact,  practically  to  the  sSiUie  degree  as  if 
the  main  vessel  has  been  occluded. 

As  a  consequence  of  the  period  at  which  arterial  injuries 
reach  the  hospitals  on  the  lines  of  communication  the 
treatment  has  been  for  the  most  part  expectant,  the  large 
majority  of  the  patients  being  evacuated  to  the  base  in 
England.  The  importance  of  rest  in  allowing  subsidence 
of  the  general  circulatory  excitement,  and  the  consolidation 
of  the  aneurysmal  tumour,  has  been  obvious.  It  is  also 
held  that  during  this  period  the  enlargement  of  the 
collateral  circulation  makes  some  progress.  Some  evidence 
in  favour  of  this  view  is  offered  by  the  fact  that  the 
nutrition  of  the  limb  is  not  observed  to  sutl'er  during  this 
period,  while  wasting,  sometimes  of  a  rapid  character, 
often  follows  the  performance  of  necessary  ligation. 

Accidents  during  this  probationary  period  have  not  been 
couiuion:  gangrene  has  been  rare;  secondary  haemorrhage 
uncommon,    unless   the   wounds    were    large    and    badly 
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infected;  and  siipiuu-atioii  of  the  aiieiu'y.sin  bus  been  an 
accident  of  extreme  iufiei|nency. 

Active  ti'eatnient  has  consisted  in  the  main  of  h'i,'atiire 
of  the  vessels.  This  has  been  indicated  foi-  extension  of 
tlie  blood  effusion  witliin  the  limb,  secondary  haemor- 
rhage, signs  of  pressiu'e  on  tlie  trunk  by  increasing  size 
and  firmness  of  the  false  aneurysmal  sac,  or  signs  of 
inHamniation.  When  the  hospital  accommodation  has 
allowed  a  sufUciently  long  stay  a  certain  number  of  cases 
liave  been  operated  upon  in  the  absence  of  any  untoward 
symptoms. 

Kor  purely  arterial  injuries,  ligature  of  the  vessel  above 
and  below  the  wounded  spot  has  been  the  most  common 
operation.  In  a  number  of  these  cases  the  main  vein  lias 
been  found  to  be  thrombosed,  but  this  accident  has  not 
had  any  adverse  influence  on  the  result.  The  same  state- 
ment may  be  made  as  to  the  results  observed  when  co- 
existing wound  of  the  vein  has  made  it  obligatory  to  tie 
both  vein  and  artery,  or  in  the  cases  where  the  main  vein 
bad  already  suffered  complete  division  and  occlusion.  Tlie 
same  experience  has  followed  ligature  of  botli  artery  and 
vein  above  and  below  the  coinmunicatiug  clianuel  in 
arterio- venous  aneurysms  or  aneurysmal  varices.  Hence 
it  lias  been  claimed'"  that  simultaneous  occlusion  of  both 
artery  and  vein  is  a  negligible  occurrence  with  regard  to 
any  increase  of  risk  to  the  vitality  of  the  limb.  Further, 
that  insomuch  as  a  better  balance  is  maintained  between 
the  arterial  and  venous  elements  of  the  collateral  circula- 
tion, and  the  blood  pressure  within  the  limb  increased,  the 
operation  is  preferable  to  that  couflued  to  tlie  wounded 
artery  alone. 

In  certain  vessels — for  example,  common  carotid, 
common  femoral,  popliteal — after  ligature  of  whicli  acute 
local  anaemia  and  gangrene  is  specially  liable  to  follow, 
a  limited  trial  has  been  made  of  Tuffier's  tubes  to  main- 
tain temporarily  the  main  current  pending  the  increase 
of  the  collateral  circulation.  In  a  small  series  of  eight 
cases  (conimou  carotid  1,  axillary  1,  femoral  2,  popliteal  4) 
in  which  this  method  was  used,  in  no  instance  did  gangrene 
take  place.  In  one  femoral  case,  in  which  the  tibial  pulses 
were  absent  at  the  time  of  operation,  feeble  pulsation 
returned  and  persisted  for  a  few  liours,  and  in  the  second 
the  foot,  which  had  been  cold,  at  once  became  warmer  and 
remained  .so.  .'^uch  evidence  as  has  been  obtained,  however, 
does  not  suggest  tliat  the  maintenance  of  tlie  main  current 
persisted  more  than  a  few  hours,  and  the  clots  expressed 
from  the  tubes  when  removed  on  the  fourth  day,  although 
firm  in  comparison  with  the  terminal  projecting  into  the 
proximal  end  of  the  vessel,  did  not  suggest  a  very  gradual 
formation.  Moreover,  in  one  of  the  popliteal  cases,  in 
which  it  would  have  been  ditiicult  to  jjlace  a  ligature  on 
the  lower  end  of  the  artery,  it  was  not  found  necessary  to 
do  so,  as  the  vessel  was  closed  by  a  firm  thrombus.  Such 
experience  as  has  been  gained  is,  however,  definitely  in 
favour  of  a  more  extended  trial  of  this  method. 

Suture  of  the  vessels,  either  end-to-end  or  lateral,  has 
been  employed  only  in  few  cases.  At  the  period  during 
which  the  patients  arc  still  in  the  hospitals  on  the  lines  of 
communication  the  vessels  are  still  comparatively  fixed 
and  difficult  to  free  without  damage  to  the  coats,  as  well 
as  rigid  in  themselves;  hence,  if  sutures  are  introduced, 
the  tension  upon  them  is  far  greater  than  is  the  case  with 
normal  arteries.  Again,  a  large  projiortiou  of  the  wounds 
are  too  extensive  for  anything  but  an  end-to-end  union 
after  removal  of  the  damaged  extremities  of  the  vessel, 
and  hero  again  both  local  tension  and  an  undesirable 
temporary  flexion  of  the  limb  to  reduce  it  are  opposed  to 
successful  suture.  Casps,  however,  do  occur  in  which 
cither  form  of  operation  can  be  carried  out.  In  a  small 
series  of  six  operations  the  following  immetliate  results 
VFcre  obtained:  —  lirachial  3:  (a)  I^ateral  suture,  lumen 
of  vessel  reduced  more  than  one-third;  no  radial  pulse 
before  operation,  but  it  returneil  four  days  after,  ih)  He- 
freshmeut  of  ends  and  enil-toend  suture.  Radial  pulse 
palpable  after  ojicration  and  persisted.  .At  tlie  end  of  the 
third  week  the  <listal  blood  pressure  in  the  limb  had  risen 
by  22  mm.  of  mercury,  (c)  Kxcision  and  end-toend  suture. 
Radial  pulse  ab.seiit  during  first  two  days  after  operation, 
then  returned.  E'ivc  days  after  tlie  operation  the  distal 
blood  pressure  was  30  mm.  of  mercury  greater  than  before. 
Popliteal  1 :  Lateral  suture.  A  gooil  anterior  tibial  pulsi^ 
was  present  the  day  after  operation,  but  the  posti'rior 
tibial  was  absent.  I''(Uiioral  2:  {n)  Ijateral  suture  of  an 
arterio  venous    communication   of    six    mouths'   standing. 


Distal  tibial  jiulses  present  at  the  end  of  the  ojieration  and 
persisted.  (/))  Lateral  suture  in  Hunter's  canal.  Tibial 
pulses  absent  before  operation,  but  were  just* palpable  four 
days  later.  Distal  blood  pressure  still  50  mm.  of  mercury 
lower  than  in  other  limb. 

Time  and  a  considerably  more  extended  observation  is 
needed  to  determine  whether  the  operation  of  suture  does 
attain  very  much  better  results  than  simple  ligature.  The 
above  results,  including  no  sort  of  accident,  seem  to  do 
little  more  than  prove  that  the  operation  is  practicable  and 
not  dangerous  in  selected  cases.  That  a  patent  lumen  is 
preserved  in  the  vessels  in  the  majority  of  cases  is,  how- 
ever, not  yet  proved. 

In  a  case  of  large  wound  of  the  thigh,  in  which  the  foot 
was  cold  and  no  tibial  pulses  were  palpable,  the  femoral 
artery  was  discovered  to  be  thrombosed  2  in.  above  the 
apex  of  Scarpa's  triangle  and  no  pulse  could  be  felt  in 
Hunter's  canal.  Captain  Cowell  made  an  incision  one- 
third  of  an  inch  long  into  the  vessel  and  squeezed  out  a 
small  decolorized  thrombus  and  a  red  clot  3  in.  in  length 
from  the  vessel  distal  to  the  incision.  The  vessel  was  then 
sutured,  and  pulsation  returned  in  Hunter's  canal  but  was 
not  palpable  at  the  ankle.  A  secondary  thrombus  again 
formed  and  obstructed  the  vessel.  It  appears  probable 
that  if  the  intinia  has  been  sufficiently  injured  to  cause  a 
primary  thrombus  to  develop,  operations  of  this  class  are 
not  very  likely  to  succeed ;  still  a  repetition  is  probably 
worthy  of  trial. 

FR.\CTURES. 

At  an  early  stage  in  the  campaign,  when  wounded  men 
were  streaming  in  large  numbers  into  the  iiiiprovised 
hospitals  in  Boulogne,  it  became  evident  that  neither  the 
regulation  outfit  of  splints  nor  the  supply  of  emergency 
splints  manufactured  by  the  mechanics  attached  to  each 
hospital  unit  sufficed  to  cope  with  the  large  number  o£ 
fractures  admitted.  An  opportune  paper  by  Lieutenant- 
Colonel  Robert  Jones  which  appeared  about  this  moment'* 
moreover  impressed  all  those  concerned  in  the  treatment 
of  these  injuries  with  the  enormous  advantages  offered  by 
splints  of  the  H.  O.  Thomas  class  for  military  use,  both  in 
facilitating  the  early  and  safe  transport  of  patients,  and  in 
allowing  efficient  extension  of  the  limbs  to  be  continuously 
maintained.  Further,  a  number  of  modifications  of  the 
type  of  splints  which  have  subsequently  proved  of  much 
value  were  quickly  in  deiiiantl.  In  order  to  meet  the 
requirements  thus  suddenly  arising,  application  was  made 
to  the  Jledical  Director-Ceneral  at  the  War  Office  for  the 
supjjly  of  a  skilled  surgical  niechanician  to  undertake  the 
control  of  a  central  splint  manufactory  at  Boulogne.  Mr. 
Salmon  was  sent  out,  and  since  that  time  an  enormous 
number  of  splints  have  been  manufactured  locally,  and 
supplied  not  only  to  the  general  hospitals  on  the  lines  of 
communication,  but  also  to  advanced  units  throughout  tile 
army.  It  would  be  difficult  to  overestimate  the  practical 
value  of  this  establishment. 

The  first  question  which  has  arisen  in  connexion  with 
these  injuries  is  the  relative  importance  of  the  primary 
treatment  of  the  wound  of  the  soft  parts,  or  the  adjust- 
ment of  the  bony  fragments  themselves.  Cases  may  occur 
in  which  eitlier  assumes  the  first  place — thus  the  limb  may 
bo  threatened  by  anaerobic  infection ;  reduction  of  the 
displacement  and  maintenance  of  the  bono  in  position  may 
prove  a  matter  of  extreme  difficulty  as  a  result  of  the 
position  and  direction  of  the  fracture ;  or  the  presence 
of  multiple  wounds  in  inconvenient  positions  may  render 
it  impossible  to  apply  such  apparatus  as  will  maintain 
sufficient  extension.  Under  any  of  these  circumstances 
treatment  of  the  wounded  soft  parts  may  claim  priority, 
but  as  a  <;cneral  rule  tiio  principle  of  inoinpt  reduction  of 
the  displacement  and  maintenance  of  extension  has  been 
adhered  to.  It  has  been  recognized  that  secondary  efforts 
at  reduction  when  a  septic  wound  has  cleaned  and  settled 
down  is  a  serious  operation  involving  risks  of  lighting  up 
again  a  condition  which  has  been  with  difficulty  overcome. 

The  ni!Xt  question  which  arises  is  whether  rigid  ex- 
tension in  the  direct  long  axis  of  the  limb  is  to  be  main- 
tained or  the  joints  pKaced  in  the  flexed  position.  For 
patients  treated  in  France  the  former  method  has  been 
the  more  widely  adopted,  in  order  to  utilize  the  facilities 
in  traiispmt  which  the  Thomas's  splints  undoubtedly  offer. 
As  an  invariable  custom,  howeviu-,  this  practice  lias  not 
been  able  to  be  followed,  as  many  surgeons  have  not  been 
able    to   obtain   good    position  of    the   fragments   in   such 
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positions  as  the  upper  and  lower  tliirds  of  the  femur.     To 

meet  this  difficulty  the  Thomas's  splints  have  been  bent  or 

other  methods  employed.     For  instance,  Hodgeu's  splint 

for  the  upper  third 

of    the  thigh    bone, 

or  a  swinging  frame 

of  the  same  dimen- 
sions    of    the     bed, 

the  feet  being  fixed 

by  plaster  extension 

strips  to  the  angles 

of    the    lower    end, 

and   the   head    and 

body  lowered  (Major 

Sinclair).     For    the 

lower  third  the  wire 

double-inclined 

plane  of  Hey  Groves; 

has  occasionally 

been  employed.    All 

these  methods,  how- 
ever, require  addi- 
tional attention  and 

longer    stay    in 

France,  hence  they 

have     not    been 

widely  resorted  to. 
T  h  e     method    of 

maintaining  exten- 
sion  has   also   been 

a  question    much 

discussed,  and  fixed 

extension    by    a 

stirrup  attached  to 
the  end  of  the 
Thomas's  splints 
has  been  commonly 
adopted.  Yet  in  a 
large  number  of 
cases  weight  and 
pulley  extension  has 
been  preferred  and 
is  sometimes  neces- 
sary.  The  ques- 
tion, in  fact,  has 
not  been  settled 
in  favour  of   either  of   the  opposing  parties. 

A  third  method,  that  of  a  ccntinuous  screw,  has  also 
been  considerably  employed,  both  in  conjunction  with  the 
type  of  Thomas's 
splint  with  a  spat 
attachment,  in  the 
Wallace-  May  bury 
modification  of  the 
Thomas,  and  also 
in  the  bent  Thomas's 
splints  and  their 
modifications  for 
treating  fractures  of 
the  humerus  with 
the  elbow  flexed. 

The  use  of  the 
pin  transfixing 
either  the  lower  end 
of  the  femur,  or  the 
upper  extremity  of 
the  tibia,  for  the 
attachment  of  ex- 
tension apparatus  in 
cases  of  fracture  of 
the  femur,  has  found 
little  favour  in 
France.  This  has 
perhaps  mainly  de- 
pended on  unwilling- 
ness to  make  a  fresh 
wound  in  a  limb 
already  the  seat  of 
a  septic  wound ;  but 
beyond  this,  the  fact 
that    practically  all 

patients  need  to  be  transported  at  an  earlier  date  than 
would  be  convenient  for  removal  of  the  pin  renders  the 
method  undesirable. 


Fio.  2.— The  Thomas  Splint  with  Foot  Extension,  Suspended  (Major  Sinclair).  The 
foot  extension  is  applied  by  means  of  i  in.  strips  of  flannel  bandage,  each  strip  bein^j 
threaded  tln-onKh  two  metal  triangles.  One  set  of  six  triangles  is  aligned  along  the  inner 
nurgin,  another  set  of  six  along  the  outer  margin  of  the  sole.  The  flannel  strips  are 
glued  to  the  solo,  sides  and  dorsum  of  the  foot,  care  being  taken  that  the  ead.i  do  not 
meet  over  the  dorsum.  Cotton-wool  is  dabbed  over  the  glued  area  to  hasten  and 
strengthen  the  setting.  Whilst  the  glue  is  drying' the  Thomas  splint  is  applied  in  the 
usual  way  and  fitted  with  a  support  to  keep  heel  clear  of  the  bed.  Tlie  triangles  are  now- 
threaded  with  ta|)es.  which  are  j)assed  over  the  serrated  edges  of  the  special  wooiSen  foot- 
piece  and  tied.  This  foot-piece  rides  on  the  side  bars  of  the  Thomas  splint.  The  foot, 
now  being  secured  to  the  foot-piece,  is  conimauded  absohitely.  It  can  bo  flexed,  ex- 
tended, inverted  or  everted,  rotated  in  or  out,  lowered  or  raised.  At  the  same  time 
extension  can  bo  applied  to  the  whole  limb  by  tapes  attached  to  the  cross-bar  of  the 
foot-piece  and  fixed  in  the  V  of  the  Thomas.  Having  got  length  and  alignment  in  tlio 
fractured  limb,  the  cross-bar  is  fixed  by  tying  to  the  side  bars  with  tape,  This  is  often 
the  only  form  of  extension  wilicli  can  be  applied  in  fractures  of  l>oth  bones  of  the 
leg  near  the  ankle.  Care  should  be  taken  to  thoroughly  fix  the  knee  in  the  splint  by 
means  of  large  cotton-wool  pads  and  a  bandage.  The  whole  sp'.int  is  suspended  in  a 
C-model  suspension. 


Fio.  3.— Thomas  Knee  Splint  with  Plantar  Extension  (Major  Sinclair).  A  plaster  cast  is 
made  of  the  sole  of  the  foot  by  means  of  flannel  impregnated  witli  plaster-of-Paris.  In- 
corporated in  this  cast  are  tapes.  When  the  cast  is  dry  it  is  glued  to  the  sole  of  tiie  foot 
and  extension  is  got  by  attaching  it  with  the  tapes  over  the  serrated  border  of  a  special 
wooden  foot-piece. 


One  great  feature  in  the  wards,  and  an  incalculable 
blessing  to  the  patients  and  attendants,  has  been  the  wide 
adoption  of  the  overhead  rail  for  the  suspension  of  limbs, 

and  to  take  the 
place  also  of  the 
pulley  arranged 
over  the  head  of  the 
patient's  bed  in  most 
hospitals  to  allow 
him  to  lift  himself 
by  his  arms.  This 
was  devised  at  an 
early  date  in 
Boulogne  as  a  result 
of  seeing  ijatieuts 
with  fractured  thigh 
put  up  by  the  so- 
called  Balkan 
method  by  Lieut. - 
Colonel  Miles.  It 
has  consequently 
acquired  the  name 
of  the  Balkan  sup- 
port. Two  of  them, 
one  placed  on  either 
side  of  the  bed,  may 
also  be  employed  for 
the  support  of  an  en- 
tire hammock  bed. 

For  fixation  of  the 
thigh  in  the  ab- 
ducted position,  the 
abduction  frame  of 
Kobert  Jones  was 
ready  to  hand,  but 
in  the  case  of  the 
upper  extremity 
much  difficulty  was 
experienced  in  the 
earlier  part  of  the 
campaign  until  the 
capability  of  a  short 
T  h  o  m  as  '  s  knee 
splint  for  this  pur- 
jiose  was  fully  appre- 
ciated. 

Captain  Page  has  adopted  the  ambulatory  method  of 
treatment  in  some  cases  of  fracture  of  the  thigh  and  the 
leg,  the  former   with   the  aid  of  lateral  extending  screws 

rtxed  above  and 
below  to  plaster 
collars  surrounding 
the  thigh,  the  latter 
by  muslin  strips 
impregnated  with 
pi  aster-of-Paris, 
after  Delbet's 
method.''^ 

A  great  amount 
of  ingenuity  has 
been  expended  on 
splints  devised  to 
facilitate  transport 
or  to  meet  special 
emergencies,  also  on 
various  adjuncts  to 
the  splints  them- 
selves. Thus  many 
varieties  of  rubber, 
metal,  or  11  a  n  n  e  1 
slings  to  support 
the  limbs  iu  wire 
splints,  extension 
attachments,  forms 
of  glue  for  fixing 
extension  strips  to 
the  limbs, and  lastly, 
the  highly  efficient 
counterpoise  suspen- 
sion apparatuses  of 
Major  Sinclair 
(Figs.  2,  3,  4,  5).  Space  does  not  allow  of  more  than 
mention  of  these  many  adjuncts  to  convenience,  cleanli- 
ness,  and  the  comfort  of  the  patients. 
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Plaster- of  ■  Paris  lias  on  the  whole  been  but  little 
used,  and  mostly  for  purposes  of  transport.  Tlie  diffi- 
culty of  keeping  plaster  splints  clean  has  mainly  mili- 
tated against  them. 

Lastly,  as  to  the 
treatment  of  the 
wounds.  In  this 
place  it  is  assumed 
that  jiroper  cleans- 
ing, drainage,  and 
removal  of  loose 
fragments  and 
foreign  bodies  has 
been  carried  out  at 
the  casualty  clear- 
ing stations.  Under 
these  circumstances 
no  further  imme- 
diate procedures  are 
needed  on  the  lines 
of  communication. 
Even  in  the  case 
of  inefficient  drain- 
age or  extending 
infection  great 
judgement  re- 
quires to  be  exer- 
cised in  interference 
on  the  first  arrival 
of  the  patient. 

The  object  to  be 
aimed  at  is  the 
secondary  closure  of 
the  wound  at  the 
earliest  date  prac- 
ticable, and  with 
this  object  a  con- 
tinuous antisejitic 
method  should  be 
carried  on.  Up  to 
the  present  time  the 
most     conspicuous 

success  in  this  direction  has  been  attained  with  the  Carrel- 
Dakin  method,  and  if  treatment  has  been  commenced 
at  the  casualty  clearing  station,  the  wound  may  in  a  con- 
siderable proportion  of  all  cases  be  closed  within  a 
period  of  three  weeks.  It  may  be  fairly  hoped,  in  the 
light  of  present  experience,  that  the  number  of  chronic 
suppurating  compound'  fractures  will  be  in  the  near 
future  largely  re- 
duced. 

The  date  at  which 
sequestra  should  bo 
removed  to  allow 
a  complete  surgical 
sterilization  of  the 
wound  has  raised 
some  discussion. 
When  tlie  fracture 
lias  not  been  accom- 
panied by  sutiicient 
loss  of  bone  for  risk 
of  non-union  to 
occur,  there  can  be 
no  doubt  that  the 
earliest  possible 
date  is  desirable. 
If,  on  the  otluir 
hand,  little  but  the 
periosteum  and  a 
few  fragments  re- 
main, the  prohahilitv 
of  securing  a  suffi- 
ciently active  osteo- 
genesis to  efh'i-t 
union  is  no  doulit 
increased  by  leaving 
ai)|iaren  tl  y  •  dead 
fragnjents  of  bone 
iu  coimoxiou  with    Ih 


KiG.  4.— Tlje  Not  Frame  used  in  the  Treatment  of  Fractures  of  Upper  Third  of 
Femur  with  or  witl]Out  Lar^e  Wounds  (Major  Sinclair)  An  in;ieniou.s  conil)ination  of 
tlie  hauunock  with  abduction  of  tlie  thigh.  enibodyiuM  the  principle  of  Hodgen's  thit;h 
splint.  ,\  wooden  frame  7  ft.  by  5  ft.  is  constructed  with  a  transverse  bar,  which  is  at 
the  level  of  the  patient's  umbilicus:  two  leg  bars  run  from  the  umbilical  Ijar  to  the  foot 
of  the  frame.  F^xtensions  are  applied  to  both  legs  by  means  of  gauze  and  glue.  These 
are  iiassed  through  holes  at  the  end  of  the  frame  and  tied.  The  patient's  back  and  legs 
are  well  padded,  and  the  body  and  legs  are  supported  in  the  frame  by  strong  one-inch 
netting.  This  netting  is  in  three  pieces— one  for  the  body,  fixed  to  the  sides  and  head  of  the 
frame,  and  two  leg  pieces  ti.xed  to  the  leg  bars,  which  are  abducted  to  the  necessary  angle. 
Either  can  be  freed  independently.  The  frame  is  slung  by  the  corners  to  four  uprights 
(the  universal  leg  suspension  frame).  F^xtension  is  oijtained  by  lowering  the  head  of 
the  frame,  usuaUy  about  15  inches.  Tills  method  of  treatment  is  efficient,  and  the 
results  very  satisfactory,  both  dressing  of  wounds  and  nursing  of  patient  being 
extremely  simple. 


Fi.;.    ■ 
lilt  f;.\l 


of  til.-    'I'liigl 
lll[el"P"l>i'  Sn^ 
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Morison's  method  of  socond.arj-  closure  after  introduction 
of  the  iodoform,  bismuth,  and  parafiin  compound  has  been 
imiiorted  from  Kiigland,  and  is  giving  good  results. 

Radical  treatment 
for  the  condition 
of  chronic  osteo- 
myelitis has  not 
often  been  under- 
taken, unle.ss  the 
cases  are  of  such 
a  character  as  to 
be  subjected  to  am- 
putation;  the 
majority  are  trans- 
ferred to  England, 
where  prolonged 
stay  in  hospital  is 
more  readily 
assured. 

Lastly,  methods 
of  mechanical  fixa- 
tion by  plates  and 
screws  or  by  wiring 
have  been  very 
little  resorted  to  as 
primary  measures. 
A  very  large  pro- 
portion of  the  cases 
so  treated  failed 
from  the  septic 
character  of  the 
wound,  but  in  the 
face  of  the  results 
more  recently  ob- 
tained by  secondary 
sterilization  and 
closure  of  the  wound 
it  is  probable  that 
these  methods  may 
be  revived  in  cases 
of  difKculty  of  main- 
taining the  frag- 
ments in  position,  or  at  any  rate  resorted  to  at  a  much 
earlier  date  under  more  favourable  conditions. 

Both  in  Boulogne  and  elsewhere  special  departments 
have  been  established  for  the  treatment  of  fractures  alone, 
and  in  the  hospitals  generally  an  attempt  has  been  made 
to  collect  the  patients  with  fractures  under  the  charge  of 
one   medical   officer.     This   plan  has   obvious  advantages 

in  ensuring  special 
aptitude  on  the  part 
of  the  surgeons  con- 
cerned and  the  pos- 
sibility of  attaining 
general  results 
approaching  the 
ideal,  .^t  the  same 
time,  its  general 
adoption  is  imprac- 
ticable ;  the  cases 
are  of  a  nature  to 
necessitate  a  long 
stay  in  hospital, 
their  collection  iu 
one  ward  imposes  a 
very  heavy  task  on 
the  nursing  statf, 
which  needs  to  be 
largely  increased, 
and,  finally,  it  not 
only  removes  a 
source  of  great 
interest  from  the 
general  surgeon,  but 
it  also  renders  him 
less  tit  to  treat  such 
cases  when  heavy 
fighting  inoduces 
them  in  such  great 
numbers  as  to  rcnilcr  segregation  iiii|H)ssible.  It  must 
I'lways  1)0  borne  iu  mind  that  the  good  military  medical 
otlircr  is  a  general  ])ractitioner,  since  occasions  must 
always  occur  with  fre(|uency  in  which  he  nmst  bo  pre- 
pared to  <ieal  efficiently  with  any  kind  of  casualty.     The 


wilh   Tliomiis's   Knee-splint   and   f 
Irum  a    I'ruvelling  tiallery  ISiiulair 


BRITISH    SURGERY    ON    THE    LINES    OF    COMMUNICATION. 


67 


only  way  to  carry  out  usefully  this  idea  is  to  create  one  or 
two  special  centres  in  which  such  cases  can  be  treated  as 
well  as  possible  by  specially  skilled  surgeons,  and  utilize 
these  as  presenting  an  ideal  towards  which  all  should 
work.  Such  special  hospitals,  no  doubt,  encourage  the 
device  of  new  methods  and  the  perfection  or  modification 
of  others ;  our  special  hospitals  have  done  this,  but  it 
is  only  just  to  the  medical  officers  generally  to  say  that 
.  a  number  of  the  most  useful  devices  have  been  introduced 
quite  independently  of  special  conditions,  and  it  is  fair 
to  assume  that  with  young  and  energetic  officers  this  is 
always  likely  to  be  the  case. 

i  WOUNDS  OF  THE  JOINTS. 

'  The  experience  gained  in  recent  previous  wars  regarding 

the  treatment  of  wounds  of  the  joints  has  proved  of  small 
avail  in  the  present  campaign,  because  it  was  obtained 
almost  entirely  from  observation  of  the  lesions  produced 
by  rifle  bullets,  which  had  proved  themselves  of  minor 
gravity  and  capable  of  healing  spontaneously  with  good 
results  when  subjected  to  simple  treatment  founded  on 
the  sovereign  principle  of  rest. 

The  problem  of  dealing  with  grossly  infected  joints,  often 
enclosing  a  septic  irregular  fragment  of  shell  and  dirty 
clothing,  perhaps  further  complicated  by  extensive  frac- 
tures of  the  cancellous  articular  extremities  of  the  bones, 
was  therefore  practically  a  new  one  to  the  surgeons 
engaged.  Some  definite  facts  have  emerged  from  the  first 
flood  of  difficulties  encountered,  and  these  may  be  shortly 
summarized  as  follows: 

1.  The  wound  of  the  soft  parts  clothing  the  joint  is 
vastly  more  difficult  to  deal  with  than  the  articular  cavity 
itself,  and  demands  the  most  scrupulous  care  on  the  part 
of  the  surgeon. 

2.  The  synovial  capsule  itself  is  capable  of  dealing 
unaided  with  an  infection  often  of  a  really  serious  grade. 

3.  A  strong  tendency  exists  for  an  infection  to  localize 
itself,  and  the  remaining  portion  of  the  capsule  may  remain 
free. 

4.  Drainage  in  the  sense  of  the  insertion  of  large 
tubes  left  in  position  for  days  or  more  is  not  only  useless 
but  also  harmful. 

5.  That  a  gunshot  wound  of  a  joint  cannot  be  dealt  with 
too  early,  and  with  proper  treatment  forms  one  of  the  best 
subject  wounds  for  primary  suture. 

6.  That  following  the  primary  surgical  intervention  the 
main  principle  to  be  observed  is  that  of  complete  rest 
gained  by  immobilization  and  extension. 

General  appreciation  of  these  facts  has  resulted  in  the 
conclusion  that  a  large  majority  of  the  joint  injuries  should 
be  subjected  to  their  chief  active  surgical  procedure  in  the 
hospitals  of  the  advanced  lines,  and  hence  the  general 
hospitals  at  the  present  time  x'eceive  only  cases  well  upon 
the  road  to  recovery,  or  such  as  present  the  more  difficult 
problem  of  dealing  with  established  infection  and 
suppuration. 

The  line  of  treatment  which  has  been  adopted  in  the 
former  class  of  case  has  been  already  laid  down  elsewhere 
(June  2nd,  p.  718) ;  it  only  remains  to  add  that  even  cases 
which  eventually  do  excellently  often  arrive  on  the  lines  of 
communication  with  synovial  effusion  and  local  redness 
over  the  joint  and  in  the  neighbourhood  of  the  closed 
wound,  signs  due  entirely  to  an  exacerbation  consequent 
on  the  disturbance  inseparable  from  transport  down  the 
lines.  Such  cases  usually  settle  down  rapidly  if  only 
strict  care  be  taken  to  maintain  complete  immobilization, 
v/hile  any  premature  intervention  may  be  the  direct  cause 
of  disaster. 

The  class  of  case  may  be  first  dealt  with  in  which  a 
patient  arrives  with  a  foreign  body  still  occupying  the 
joint  cavity.  This  may  be  the  result  of  the  impracticability 
of  early  x- ray  examination,  the  nature  of  or  tlie  small  size 
di  the  foreign  body,  or  of  a  large  number  of  patients 
having  to  be  rapidly  dealt  with. 

If  the  foreign  body  be  a  rifle  bullet,  and  the  condition 
of  the  external  wound  satisfactory,  no  immediate  action 
beyond  fixation  of  the  joint  is  advisable  at  this  period.  It 
is  far  safer  to  leave  the  bullet  -t?i  situ  until  all  chances  of 
awakening  or  spreading  an  infection  have  passed  by.  The 
same  attitude  of  masterly  inactivity  is  to  be  recommended 
in  instances  in  which  the  included  foreign  body  consists 
of  very  small  fragments  of  sliells  or  bombs,  especially  if 
the  bodies  lie  without  the  actual  confines  of  the  articu- 


lating surfaces.  Such  foreign  bodies  may  never  need 
removal.  Thirdly,  when  fragments  of  shell  are  of  larger 
size  and  need  removal  tiiey  may  be  found  to  have  re- 
bounded from  the  surface  of  the  bone  and  actually  lie 
without  the  confines  of  the  joint  cavity,  although  the 
capsule  has  been  wounded.  Special  care  needs  to  be  exer- 
cised in  dealing  with  these  cases,  since  portions  of  clothing 
carried  before  them  by  the  sliell  fragments  may  still 
occupy  the  joint  cavity.  Lastly,  the  foreign  body  may  be 
impacted  more  or  less  deeply  in  the  articular  end  of  the 
bone,  and  if  a  shell  fragment  it  should  be  removed, 
although  in  a  patient  who  has  recently  undergone  trans- 
port undue  haste  in  the  procedure  is  not  advisable. 

Wounded  joints  which  arrive  with  obvious  local  and 
general  inflammatory  signs  need  to  be  treated  with  great 
judgement.  The  condition  may  have  been  aggravated  by 
transport  and  may  rapidly  improve  when  complete  rest  is 
assured.  Again,  the  serious  infection  may  be  situated  in 
the  periarticular  structures  rather  than  in  the  joint  itself. 
Precipitate  action  under  these  circumstances  is  to  be 
deprecated.  The  safer  plan  is  to  place  the  limb  at  rest  for 
twenty-four  hours  or  longer,  and  observe  the  result,  mean- 
while making  a  puncture  and  withdrawing  fluid,  if  present, 
for  bacteriological  examination.  If  want  of  improvement 
or  the  result  of  the  bacteriological  examination  indicate 
the  advisability  of  intervention,  the  type  operation  should 
be  of  the  nature  advocated  by  Colonel  Gray — excision  of 
the  wound  or  wounds  in  the  joint  coverings,  flushing  of  the 
synovial  cavity  after  evacuation  of  its  contents,  and  suture 
of  the  synovial  membrane.  The  treatment  of  the  external 
wound  differs  according  to  its  size  and  condition.  In  some 
instances  it  may  be  closed  completely,  in  others  a  drainage 
tube  may  be  inserted  down  to  the  sutured  capsule,  or, 
where  the  wound  is  extensive  or  obviously  not  free  from 
infection,  it  is  better  to  leave  it  freely  open  and  treat  it  by 
antiseptic  measures  until  surgically  sterile  and  suitable  for 
secondary  suture.  Naturally  some  of  the  more  extensive 
wounds  must  be  left  to  heal  by  granulation. 

The  treatment  of  a  freely  suppurating  joint  i-equires  to 
be  of  a  different  character  ;  here  the  joint  cavity  nuist  be 
maintained  open  and  sterilization  effected  by  an  antiseptic 
method,  of  which  Carrel's  has  undoubtedly  given  the  best 
results.  When,  for  instance,  the  cavity  of  the  knee-joint 
in  general  needs  to  be  drained,  the  method  carried  out  by 
Captain  Campbell  and  advocated  by  Captain  Gill  is  worthy 
of  special  mention.  It  is  generally  agreed  by  all  observers 
that  when  suppuration  extends  backwards  from  the  knee 
the  line  of  progress  is  not  from  the  pouches  lying  on 
either  side  of  the  crucial  ligaments  but  around  the  lateral 
aspects  of  the  condyles— in  point  of  fact,  by  the  popliteus 
extension  of  the  capsule  on  the  outer  side  and  the  semi- 
membranosus extension  on  the  mner.  Hence  posterior 
drainage  from  the  centre  of  the  joint  is  not  only  incon- 
venient to  arrange  but  also  inadequate  to  meet  the  require 
ments.  Postero- lateral  incisions  have  therefore  been  de- 
vised, but  Campbell  and  Gill  have  regularized  a  method 
which  simplifies  greatly  the  accurate  and  adequate 
drainage  of  these  regions.  Lateral  incisions  having  been 
made  corresponding  in  position  with  the  reflection  of  the 
synovial  membrane  from  the  femur,  a  pair  of  artery 
forceps  is  pushed  down  ou  the  outer  and  inner  aspects  of 
the  lower  end  of  the  femur  respectively  until  the  points  of 
the  forceps  can  be  palpated  in  the  popliteal  space.  An 
incision  is  then  made  down  on  to  the  guide  thus  furnished, 
and  a  direct  route  is  established  to  the  two  bursal  exten- 
sions from  the  posterior  aspect  of  the  joint,  and  by  this 
Carrel's  tubes  are  conducted  for  the  requisite  depth. 
Should  still  freer  drainage  be  required,  the  incision  is 
enlarged,  the  respective  heads  of  the  gastrocnemius 
exposed,  and  a  portion  of  the  origins  of  the  muscle  excised, 
so  that  a  free  opening  is  ensured.  Further  mention  of  the 
treatment  of  the  extensions  by  the  subcrureal  pouch,  the 
internal  intermuscular  septum,  beneath  the  popliteus  or 
along  the  semimembranosus  tendon  is  unnecessary.  The 
upper  pouch  of  the  joint  may  need  several  instillation 
tubes,  which  are  gradually  decreased  in  number  and 
totally  removed  at  as  early  a  date  as  possible. 

For  suppurating  joints  of  some  standing  Rutherford 
Morison's  method  has  been  adopted  with  success. 

The  influence  of  a  coexisting  fracture  on  the  prognosis 
in  a  joint  injury  is  a  matter  of  great  moment  in  any  class 
of  case,  but  the  frequency  with  which  this  condition  is 
met  with  in  gunshot  wounds  invests  it  with  a  very  special 
degree  of  importance. 
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There  is  little  doubt  that  the  actual  risks  to  the  safety 
of  the  liuib  attached  to  this  coiuplicatiou  were  somewhat 
over-estimated  at  the  coiuniencemeiit  of  the  war,  and 
that  today,  in  the  jn-csonce  of  a  more  satisfactory  and 
rational  troatnicut  of  the  wound,  and  also  the  knowledge 
acijuired  as  to  the  possibility  of  saving  the  joint  entire,  or 
submitting  it  to  either  jirimary,  intermediate,  or  secondary 
excision,  the  ijrospects  of  avoiding  amputation  are  mucli 
improved. 

It  may  be  laid  down  generally  that  tunnels,  cavities 
containing  missiles,  fissures,  and  even  T  fractures,  do  not 
of  necessity  entail  a  very  serious  prognostic  gravity  pro- 
vided the  wound  in  the  soft  parts  can  be  and  is  satisfactorily 
dealt  with,  and  the  fr.igiuent  of  shell  removed. 

In  a  large  proportion  of  such  injuries  a  more  or  less 
movable  joint  can  be  attained,  and  in  many  a  perfect 
result.  Still,  in  no  form  of  injury  does  this  more  depend 
upon  the  continuous  attention  of  the  surgeon,  care  in  the 
initial  treatment  of  the  joint,  and  subsequent  daily  pre- 
caution. Injuries  affecting  both  bony  elements  are  more 
serious,  but  may  be  treated  by  excision.  Severely  com- 
minuted articular  ends  commonly  need  amputation,  except 
wliere  the  single  articular  end  can  be  removed,  as  in  the 
case  of  the  upper  ends  of  the  humerus  and  femur,  or  where 
bones,  such  as  the  carpal  and  tarsal,  can  be  completely 
removed.  The  position  to  daj'  may  be  fairly  summed 
up  by  the  remark  that,  putting  on  one  side  articular 
injuries  in  winch  the  bony  destruction  is  irreparable,  the 
fate  of  the  case  dciieuds  upon  the  success  with  wdncli  the 
wound  of  the  soft  parts  surrounding  the  articulation  is 
treated,  the  actual  joint  lesion  taking  a  place  of  secondary 
importance. 

Excision  of  Joints  fok  Gunshot  Injury. 
The  operation  of  excision  is  certainly  struggling  for  a 
return  to  its  former  position  as  a  procedure  in  military 
surgery.  The  operations  were  no  doubt  in  older  wars 
often  performed  for  what  would  now  be  considered  in- 
juries not  sufficiently  extensive  to  demand  so  radical  a 
procedure;  further  wound  treatment  was  often  defective. 
Yet  excision  occupied  a  prominent  place  until,  with  the 
introduction  of  the  bullet  of  small  calibre  and  ogival  or 
don}e-slia])ed  ti[),  injuries  of  the  joints  began  to  be  ro;garded 
as  of  minor  imj)ortance.  A  revulsion  in  the  latter  opinion 
occurred  early  in  this  campaign,  and  some  surgeons, 
notably  Colonel  H.  M.  AV.  Gray  '•"  and  Colonel  A. 
Fuilcrton,''  have  striven  to  enlarge  the  sphere  of  applica- 
tion of  the  operation.  Growing  experience  has  shown  that 
it  uray  be  resorted  to  in  well  chosen  cases  in  all  three 
stages  of  the  progress  of  a  joint  injury,  with  a  distinct 
prospect  of  success  under  suitable  conditions. 


Eiirly  J'y,rci>iioii. 
By  this  is  meant  innnediato  operation  at  the  casualty 
clearing  station.  It  is  obvious  that  a  certain  number  of 
joints  may  be  excised  as  an  alternative  to  amputation. 
Thus  a  severe  localized  comminution  of  the  lower  end  of 
the  femur  or  the  upper  end  of  the  tibia  may  render  any 
chance  of  recovery  with  a  useful  limb  improbable,  while 
the  uninjured  shaft  may  still  be  of  sufficient  length  to  allow 
of  ultimate  union.  The  same  remark  may  apply  when 
both  articular  surfaces  have  been  destroyed  by  a  traversing 
missile.  In  the  case  of  the  upper  end  of  the  humerus,  and 
also  of  the  femur,  comndnuted  fractures  with  destruction 
of  the  articular  surface  also  form  good  subjects  for  the 
operation.  In  the  case  of  the  elbow  a  partial  excision  may 
often  be  done.  The  possibility  of  these  procedures  is 
limited,  however,  by  the  definite  condition  that  circum- 
stances will  allow  the  patient  to  remain  a  sufficiently  long 
time  to  be  able  to  bear  safely  the  risks  of  transport  down 
the  lines  of  couimunication  to  the  general  hospital. 

] liti'nnrtJiifti'  i'.j'rinion. 
This  operation  is  that  concerning  which  the  gravest 
doubts  were  felt  in  the  earlier  stages  of  the  war,  and  even 
now  it  can  only  be  undertaken  with  the  definite  intention 
of  following  it  at  oiic(^  by  an  am|iutation  if  the  procedure 
is  followed  by  local  (extension  of  infection  and  signs  of 
systemic  abscu'ption.  It  has,  however,  provcil  that  excision 
may  be  a  successful  alternative  wIkmi  the  severity  of  the 
general  and  local  signs  seems  to  indicate  amputation  as 
the  only   resource.     Tlie  explaiuition  of  this  exp('ricn(;e  can 


bo  found  solely  in  the  facts  that  better  drainage  can  be 
ensured  when  the  articular  cuds  of  the  bones  have  been 
removed,  and  the  wound  can  be  treated  more  effectively. 
It  is  a  striking  fact  that  progressive  osteomyelitis  from  the 
sawn  ends  of  the  bone  has  not  develoi)ed,  especially  when 
the  freijuency  of  this  coiu|)lication  in  ill-drained  com- 
minuted fractures  is  remembered.  I' wo  special  details  need 
mention:  (1)  Should  the  synovial  membrane  be  removed? 
As  a  general  rule  this  question  is  to  be  answered  in  the 
negative.  The  synovial  surface  in  itself  is  better  capable 
of  dealing  with  an  infection  than  a  freshly  cut  layer  of 
subsynovial  areolar  tissue;  further,  when  no  extensions  of 
suppuration  have  taken  place  it  forms  an  effective  barrier 
against  such  extensions  when  proper  drainage  is  provided. 
(2)  Should  the  refreshed  ends  of  the  bones  be  placed  in 
apposition,  or  be  temporarily  kept  widely  separated  by 
extension  ?  The  latter  plan  has  been  most  generally 
adopted.  The  excision  of  bone  should  be  of  the  most 
limited  extent  in  the  case  of  the  knee.  Lastly,  in  this 
joint  as  in  all  others,  excision  is  not  to  be  regarded  as  a 
proper  alternative  where  efficient  drainage  can  be  expected 
to  ensure  the  end  desired. 

Laie  Ej-cision. 
The  principles  guiding  tlie  performance  of  excision  at  a 
later  date  do  not  materiallj-  differ  from  those  laid  down 
above;  moreover,  as  far  as  the  hospitals  on  the  lines  of 
communication  are  concerned,  the  distinction  is  rather  one 
of  date  than  of  the  actual  pathological  conditions  to  be 
dealt  with. 

The  Results  Obtained  in  Wounds  of  the 
Knke-,joint. 

Any  writer  concerned  with  wounds  of  the  articulations 
instinctively  thinks  or  the  knee  joint,  the  most  trouble- 
some to  treat,  and  that  in  which  a  good  result  is  most 
gratifying.  Two  small  series  of  cases  treated  by  Captain 
Campbell  and  Captain  Gill  respectively  may  give  some 
indication  of  the  results  being  attained. 

In  60  consecutive  cases  (Campbell)  coming  from  the 
fighting  on  the  Somnie,  14  were  classified  as  very  severe, 
17  as  severe,  13  as  slight,  and  16  as  having  retained 
foreign  bodies.  Three  died  and  one  required  amputation. 
Tlie  three  deaths  were  due  in  two  cases  to  secondary 
haemorrhage  and  in  one  to  septicaemia.  The  other  56 
eases  were  transferred  to  England  in  good  condition,  the 
great  majority  with  every  prospect  of  good  movable 
joints. 

In  a  second  series  of  69  cas  )s  (Gill),  in  31  the  injury  was 
inflicted  by  a  bullet,  and  in  all  an  uninterrupted  recovery 
was  obtained  by  rest  alone. 

Amongst  the  remaining  38  cases  one  died  as  a  result 
of  meningitis  following  a  fracture  of  the  skull,  and  in 
four  cases,  one  of  which  developed  delayed  tetanus  and 
recovered,  amputation  was  re(]nired. 

Thus  in  129  cases  amputation  was  required  in  3.87  per 
cent.,  and  death  occurred  in  3.1  per  cent. 

A  much  larger  scries  of  cases,  treated  by  different 
surgeons  at  Rouen,  has  been  analysed  by  Colonel  Gilbert 
Barling,  and  the  results  are  shown  in  the  appended  table: 

C(r.s-('.s-  itf  H^innifl  of  h'fivi'-Jtunt  ojnTtttt'd  on  til  lioueu 
the  second  Imlf  (if  I'JW,  excliidiiif]  all  tlio/e  uliu-h 
tJttit  noiJiiiiij  n-iiA  done,  (tiid  nil  tliose  snhmitted  toe 
tio}i  i(s  roiixereatire  ineasittrti  leere  iiiapplicahle. 

1.  Total  cases  of  injury  to  knee  operateii  on 

2.  With  bone  injury 

3.  Without  bone  injury    ... 

4.  Wound  excised  and  closed 

5.  Cases  with   wounds  excised  and  closed 

re(|nirinf;  further  operation  ... 

6.  Wouud  excised  and  iiacUed 

7.  Cases  with  wounds   excised  and  packed 

reciuirin^  further  operation  ... 

8.  Excision  of  knee 

9.  Arthrectomy,  |>artial  or  complete 

10.  Excisions  or  arthrectomies  amputated... 

11.  Peaths  after  excision  or  arthrectomy  ... 

12.  /Vmputation  without  excision  ... 

13.  DeatlisafterauiputalioM  without  excision 

14.  Total  amiMitatious 

15.  Total  mortality 

y<ttt'.—  Oiw  liospital  with  a  larWt'  luimber  of  cases  was  uuabic  to 
boimrate  tlie  euses  under  hoiwIin^:s  4  and  6. 


Hoi, 

pitttU  in 

trert 

■  so  (jiiiet 

utrly 

tiuipttta- 

845 

438 

407 

322 

82=. 

-25.5% 

336 

128  = 

=  38.4% 

42 

15 

13 

22.8'\, 

13 

22.8% 

151 

49 

32.4% 

164 

=  19.4% 

72-- 

8.5% 

BRITISH    SURGERY    ON    THE    LINES    OF    COMMUNICATION. 


69 


Fig.  6.— View  of  St.  John  Ambulance  Brigade  Hospital,  showing  connexion  of  the  huts  by  an  open  corridor. 


INJURIES  TO  THE  HEAD. 

A  great  change  has  taken  place  since  the  commencement 
of  the  war  both  in  the  nature  of  the  cases  and  in  their 
actual  number.  This  change  depends  on  the  one  hand  on 
the  fact  that  a  larger  number  of  these  injuries  are  retained 
and  operated  upon  at  the  front  lines,  and  on  the  other  on 
the  protection  afforded  to  the  head  by  the  helmet.  The 
early' treatment  of  ihese  injuries  has  already  been  dealt 
witli ;  it  suffices  here  to  say  that  the  patients  which  now 
arrive  have  either  already  been  operated  upou  and  are  in 
good  condition,  or  they  come  down  alreaSy  suffering  from 
septic  complications.  The  general  lines  governing  the 
treatment  of  the  latter  class  of  case  have  been  admirably 
laid  down  in  a  paper  in  the  British  Jottrti/il  of  Surr/eri/  by 
Sargent  and  Holmes,"*  and  certain  points  in  the  technique 
of  the  operative  procedure  elaborated.  These  authors 
have  also  dealt  with  the  anatomical  and  histological 
changes  associated  with  traumatic  injuries  and  infected 
wounds  of  the  brain  and  their  bearing  on  the  surgical 
treatment  of  these  conditions.  Further,  examination  of 
a  considerable  number- of  patients  some  months  after  their 
return  to  England  proved  much  more  satisfactory  than 
had  been  generally  expected.  It  was  found  that  the  pro- 
portion of  patients  who  die  after  transference  to  England 
is  small ;  later  complications,  such  as.  cerebral  abscess,  are 
comparatively  rare,  and  serious  sequelae,  such  as  insanity 
and  epilepsy,  are  much  less  common  than  had  been  fore- 
told. In  only  15  per  cent,  of  the  patients  examined,  how- 
ever, had  more  tlian  one  year  elapsed  from  the  date  of  the 
injury.  It  also  appeared  that  many  patients  with  foreign 
bodies  deeply  lodged  in  the  brain  recover,  and  are  scarcely 
more  liable  to  serious  complications  than  men  in  whom  the 
brain  has  been  merely  exposed  and  lacerated.  These  con- 
clusions are  obviously  only  tentative,  but  as  far  as  they  go 
appear  hopeful. 

Holmes  and  Sargent '^  hava  also  described  a  condition 
hitherto  rarely  seen,  and  established  a  definite  symptom- 
syndrome  for  its  recognition.  It  is  characterized  by  an 
immediate  spastic  paralysis  of  the  legs,  and  frequently 
associated  with  spastic  paresis  of  the  proximal  segments 
of  the  upper  limbs;  they  have  shown  it  to  be  due  to 
occlusion  of  the  superior  longitudinal  sinus  or  of  the  veins 
that  enter  it,  by  a  depressed  fracture  of  the  vertex  of  the 
skull.  Experience  showed  the  results  of  surgical  inter- 
ference with  cases  of  this  class  to  have  been  extremely 
unsatisfactory.  Thus,  among  39  cases  observed  which 
were  operated  upon  either  by  the  authors  or  others,  15 
deaths  occurred,  wliile  among  37  cases  in  which  no 
operation  was  undertaken  only  one  died  before  transference 
to  England.  While  it  is  allowed  that  these  figures  have 
no  absolute  value,  as  naturally  only  the  most  serious  cases 
were  selected  for  operation,  and  in  seven  of  the  fatal  cases 
direct  injury  to  the  brain  was  present  in  addition,  yet  the 
results  emphasized  the  danger  of  operation.  Moreover, 
the  uncomplicated  cases  showed  a  remarkable  tendency  to 
improve,  probably  owing  to  the  free  venous  anastomosis 
permitting  a  re  establishment  of  the  circulation. 

An  important  contribution  to  the  localization  of  function 
in  the  brain  has  been  published  by  Lister  and  Holmes,™ 
who  from  a  study  of  a  large  number  of  cases  with  injury 
in  the  occipital  region  were  able  to  determine  the  relative 


positions  in  the  cortical  visual  areas  of  the  foci  that  sub- 
serve vision  of  separate  portions  of  the  visual  fields.  They 
bring  forward  strong  evidence  with  regard  to  the  site  for 
the  centre  for  macular  or  direct  central  vision,  of  which 
very  little  had  been  previously  known. 
The  following  conclusions  are  come  to  : 

1.  The  upper  half  of  each  retina  is  represented  in  the 
dorsal,  and  the  lower  in  the  ventral,  part  of  each  visual 
area. 

2.  The  centre  for  macular  or  central  vision  lies  in  the 
posterior  extremities  of  the  visual  areas,  probably  on  the 
margins  and  the  lateral  surfaces  of  the  occipital  poles. 

3.  That  portion  of  each  upper  quadrant  of  the  retina 
in  the  immediate  neighbourhood  of,  and  including  the 
adjacent  part  of,  the  fovea  centralis  is  represented  in  the 
upper  and  posterior  part  of  the  visual  area  in  the  hemi- 
sphere of  the  same  side,  and  vice  versa. 

4.  Tlie  centre  for  vision  subserved  by  the  periphery  of 
the  retinae  is  probably  situated  in  the  anterior  end  of  the 
visual  area,  and  the  serial  concentric  zones  of  the  retina 
from  the  macula  to  the  periphery  are  probably  represented 
in  this  order  from  behind  forwards  in  the  visual  area. 

Holmes  and  Smith  have  recorded  observations  on  the 
nature  and  localization  of  motor  apraxia,  or  the  inability 
to  perform  purposeful  actions  despite  the  preservation  of 
movement  and  power,  and  in  disturbance  of  the  faculty  of 
localizing  objects  in  the  external  world  by  vision. 

Probably  in  no  other  branch  of  medicine  have  so  many 
and  such  difiicult  problems  arisen  as  iu  the  treatment  of 
wounds  and  diseases  of  the  nervous  system.  Further,  in 
this  field  an  extraordinary  opportunity  has  occurred  to 
observe,  analyse,  and  record  the  effects  of  local  lesions, 
many  of  which  are  rarely,  if  ever,  seen  in  civil  life.  When 
the  results  of  this  work  are  eventually  correlated,  they 
must  throw  much  light  on  the  physiology  and  the 
symptoms  of  disturbance  of  different  parts  of  the  brain, 
spinal  cord,  and  peripheral  nerves,  and  thus  increase  our 
knowledge  of  the  diagnosis  and  treatment  of  nervous 
diseases.  Special  arrangements  have  been  made  in  order 
that  cases  under  early  observation  in  France  should  be 
sent  to  special  hospitals  in  England,  so  that  continuous 
records  will  be  maintained  of  a  very  large  number  of 
patients. 

Note  by  Colonel  Percy  Sargent. 

I  am  indebted  to  Colonel  Sargent  for  the  following 
summary  of  his  opinions : 

The  very  large  experience  gained  of  gunshot  wounds  of 
the  head  has  led  to  a  considerable  degree  of  modification 
in  their  treatment.  Immediate  routine  operation,  often 
incomplete  and,  in  the  absence  of  full  neurological 
information  and  .r-ray  examination,  sometimes  unnecessary 
and  even  misdirected,  is  no  longer  widely  practised.  It 
lias  long  since  been  made  abuntlantly  clear  that  early 
evacuation  of  operated  cases  is  often  followed  by  disaster. 
As  it  is  impossible  to  operate  upon  these  cases  and  to  retain 
them  at  the  clearing  stations  for  a  period  which  renders 
transportation  safe,  more  especially  during  times  of  great 
military  activity,  the  practice  now  generally  adopted  is  to 
transfer  them  without  operation  as  soon  as  possible  to 
hospitals  further  down  the  line.     It  has  been  made  quite 
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cleai'  tliat  sui'f<ical  intei-vention  is  rarely  ro(inii'ccl  for  the 
relief  of  eerebral  syinptonis,  whether  <,'eiioral  or  focal.  Its 
chief  aim  is  the  prevention  of  iiitrailural  infection.  On  this 
conception  all  cases  of  gunshot  wonnds  of  tlie  head  fall 
into  one  of  two  categories,  accordinf;  to  whether  the  dura 
mater  has  or  has  not  boon  penetrated.  Xou  penctratin<; 
wonnds  have  a  low  rate  of  mortality,  whether  operated 
upon  or  not,  provided  that  the  surgeon  respects  the  integrity 
of  the  dura  mater. 
It  is  customary, 
therefore,  to  do  in 
tliese  cases  only  as 
much  as  may  seem 
advisable  to  ensure 
speedy  luyaling,  such 
as  excision  of  the 
edges  of  the  wound, 
r  e  m  o  V  a  1  where 
necessary  of  bony 
fragments,  and  par- 
tial  or    complete 


closure    of    the 


;ap 


Fig.  7.— Interior  of  a  ward  of  the  St.  John  Ambulance  Brigade  Hosi>itul. 


in  the  scalp  either 
by  suture  or  by  some 
form  of  plastic 
operation. 

1*  e  n  e  t  r  a  t  i  n  g 
w  o  u  n  d  s,  on  the 
other  hand,  afford 
more  room  for  dif- 
ference of  opinion  regarding  their  treatment.  Individual 
cases  continue  to  present  difficulties  even  to  those  who 
have  seen  large  numbers,  but,  broadly  speaking,  there 
is  a  consensus  of  opinion  in  favour  of  the  following  line 
of  treatiuent :  The  wounds  liaving  been  cleansed  and 
dressed,  the  patient  is  transferred  as  soon  as  i)ossible  to  a 
hospital  where  ho  can  be  retained  for  at  least  a  fortnight 
a,fter  the  operation.  A  complete  neurological  and  radio- 
graphic examination  is  made  and  the  operative  treat- 
ment then  directed  according  to  the  diagnosis  thus 
arrived  at.  In  some  eases  of  penetrating  wounds  no 
operation  is  indicated,  such  as  those  in  whicli  a  bullet  has 
passed  comi)letely  through  the  bead;  ortho.se  in  which 
a  bullet  or  a  metallic  fragment  is  smbetlded  in  the  brain 
at  a  distance  from  a  small  clean  entrance  wound,  and- 
is  giving  rise  to  no  symptoms.  Another  class  of  case 
for  which  operative  inter- 
ference is  usually  contra- 
indicated  is  that  in  which 
the  longitudinal  sinus  has 
been  injured.  Cases  where 
a  track  from  the  scalp 
wound  leads  down  to  in- 
driven  bony  fragments,  or 
to  an  easily  accessible 
missile  are  operated  upon, 
briefly,  as  follows:  A 
moderately  large  flap  is 
turned  down  after  resection 
of  all  damaged  tissue  round 
the  scalp  wound  ;  the  bony 
opening  is  enlarged  suffi- 
ciently to  expose  thoroughly 
tlie  opening  in  the  dura 
mater ;  the  indriven  frag- 
ments of  bone  and  metal 
are  removed  under  a  con- 
stant stream  of  liot  phy- 
siological saline  solution  : 
and  the  track  is  drained  by 
a  celluloid,  metal,  or  rubber 
tube  brought  out  through 
the  original  wound.  In 
cases  of  mori!  superficial 
cerebral  laceration,  where  track  draiuag<:  is  unnecessary, 
the  principles  is  en)[)loyed  of  covering  the  denuded  biain 
by  some  plastic  o|)eiation  on  the  scalp;  in  these  circum- 
stances drainage  tubes  emerging  from  the  angles  of  the 
scalp  (lap  are  usually  employed  for  a  few  days. 


lii'tiiiiird  Missiloi. 
Opinions  still  vary  regarding  the  advisability  of  operating 
for   the    removal   of   bullets  ov  shell   fragments.     There  is 
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much  evidence  to  show  that  tliese  foreign  bodies  are  well 
retained,  and,  apart  from  the  uncommon  accident  of  late 
suppuration,  cause  no  symptoms.  It  has  been  stated  by 
more  than  one  writer  that  bullets  embedded  in  the  brain 
move  about  under  the  influence  of  gravity.  The  evidence 
for  this  view  is  wholly  unconvincing.  Kemoval  of  bullets, 
even  wlien  the  wounds  have  healed  and  the  risk  of  septic 
infection  thereby  is  largely  minimized,  must  be,  even  iu 

skilled  hands, 
attended  by  an 
amount  of  damage 
which  in  most  cases 
would  have  more 
serious  neurological 
consequences  than 
could  the  presence 
of  an  ase|)tic  bullet. 
I'rimary  removal 
of  a  deeply-seated 
missile  carries  with 
it  the  additional 
risk  of  septic  in- 
fection. For  these 
reasons  the  usual 
practice  is  to  leave 
alone  such  missiles. 
The  treatment  of 
indriven  fragments 
of  bono  is  more  de- 
bat  o  a  b  1  e.  When 
driven  into  the  brain  by  a  missile  which  is  itself  re- 
tained, the  bony  fragments  are  rarely,  if  ever,  more 
deeply  placed  than  the  projectile.  When  driven  iu 
by  the  impact  of  a  missile  which  does  not  itself  enter  the 
cranial  cavity,  the  bony  fragments  are  rarely  found  so 
deeply  situated  but  that  they  can  bo  removed  along 
the  track  with  little,  if  any,  additional  damage  being 
done. 

With  regard  to  the  septicity  of  these  indriven  metallic 
and  bony  fragments,  it  has  been  found  that  a  large  propor- 
tion, when  dropped  into  culture  media  immediately  upon 
removal,  fail  to  provoke  any  bacterial  growth,  either 
aijrobically  or  anaerobically. 

The  question  of  the  intracranial  pressure  has  been  the 
subject  of  repeated  observation.  Among  the  conclusions 
of  practical  importance  which   have  been   arrived  at  are 

the  following : 

1.  .\part  from  the  rare 
instances  of  extensive  intra- 
cranial haemorrhage,  trau- 
matic oedema,  whilst  play- 
ing an  important  part  in 
symptomatology,  does  not 
reach  a  sufticient  degree  of 
intensity  to  endanger  life. 

2.  The  instances  of  severe 
i  n  t  r  a  cranial  haemorrliage 
not  rapidly  fatal  are  very 
few  ;  and  even  amongst 
these  there  is  a  certain 
number  which  surgical  in- 
tervention is  not  likely  to 
save.  E  .\  p  e  r  i  e  n  c  e  has 
shown  that  an  intracranial 
haemorrhage  which  is 
sufliciently  severe  to  demand 
operative  relief,  and  which 
can  be  recovered  from,  gives 
unmistakable  signs  of  its 
]n-ogress.  The  ojicration  can 
be  deliberately  planned  and 
carried  out  with  the  do- 
tinite  object  in  view.  Ex- 
ploratory operations  on  the 

chance  of  discovering  a  haemorrhage  are  rarely  if  ever 
called  for. 

3.  In  case  of  intracranial  pressure  from  secondary 
oedema  which  is  causing  s^'vere  hcadi'.che  and  herniation 
of  brain,  this  can  ahnost  always  be  controlled  by  lumbar 
puncture.  Occasionally  contralateral  decomiiression  has 
been  done  for  tliese  cases  and  has  nllorded  good  results. 

Such  evideiKse  as  is  at  present  available  from  the  later 
results  (six  months  to  two  years)  is  all  in  support  of  the 
general  policy  of  treatment  outlined  above. 
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■  The  steel  helmets  have  played  an  important  part.     Tlie 

study  of  cranial  wounds  before  and  after  their  general 
adoption  brings  to  light  many  iuterostiug  points.  The 
outstanding  feature,  however,  is  that  which  concerns  the 
penetration  of  the  dura  mater.  The  proportion  of  pene- 
trating wounds  has  very  largely  diminished,  as  also  has 
the  mortality,  another  amongst  many  indications  that  the 
surgeon  cannot  attacli  too  mucli  importance  to  the 
integrity  of  this  membrane,  or  treat  it  with  too  much 
respect. 

'  INJURIES  TO  THE  SPINAL  CORD. 

f  Wounds  and  injuries  of  the  spinal  cord,  when  amenable 

to  treatment,  demand  early  surgical  intervention.  At  the 
commencement  of  this  war  but  little  was  known  regard- 
ing the  actual  structural  changes  attendant  on  gunshot 
injuries,  and  what  was  known  was  concerned  mainly  with 
the  changes  which  were  found  in  spinal  cords  examined 
at  a  comparatively  late  date.  The  position  of  the  surgeon 
was  rendered  yet  the  more  difficult,  in  that  past  clinical 
experience  had  shown  the  extreme  difficulty  which  exists 
in  forming  a  correct  prognosis,  particularly  in  view  of  the 
remarkable  ultimate  recoveries  observed  in  patients  whose 
primary  symptoms  had  not  been  able  to  be  distinguished 
from  those  observed  as  attending  total  destructive  lesions. 
In  order,  therefore,  to  recognize  when  surgical  inter- 
vention can  be  undertaken  with  a  reasonable  prospect  of 
success,  it  was  necessary  to  obtain  an  accurate  idea  of  the 
nature  of  the  pathological  changes  produced  in  the  cord 
by  modern  projectiles.  An  investigation  on  this  subject 
was  undertaken  by  Gordon  Holmes.'^'  He  found  that  even 
slight  local  injuries  are  very  frequently  associated  with 
extensiveoedema,  haemorrhages,  softenings,  and  often  with 
ascending  cavity  formation,  which  may  extend  a  consider- 
able distance  both  above  and  below  the  level  of  the  original 
injury  or  wound.  These'  changes  he  refers  to  the  concus- 
sion effect  produced  by  the  missile  through  the  walls  of  the 
spinal  canal;  they  may  exist  even  without  the  presence  of 
a  fracture  of  the  vertebrae.  Such  changes  can  obviously 
not  be  relieved  by  any  reasonable  operation,  and  the 
fact  that,  apart  from  the  secondary  cavities  that  develop 
later,  they  occur  immediately  or  within  a  very  short  time 
of  the  infliction  of  the  injury,  diminishes  the  favourable 
prospect  of  any  surgical  intervention.  In  some  cases 
undoubtedly  the  symptoms  are  largely  or  in  part  due  to 
compression  of  the  spinal  cord  by  either  the  missile  or  a 
fragment  of  depressed  bone,  but  numerous  examinations 
have  proved  that  even  in  these  the  same  intraspinal  lesions 
exist. 

Even  relatively  slight  injuries  often  produce  for  the  first 
few  days,  the  period  when  operation  offers  the  best  chance 
of  success,  symptoms  that  may  be  confused  with  those  of 
total  and  irreparable  damage  to  the  cord,  and  some  clinical 
indication  of  the  severity  of  the  spinal  injury  is  conse- 
quently necessary  before  an  operation  can  be  reasonably 
undertaken.  This  question  was  investigated  in  a  large 
number  of  cases  and  the  conclusions  were  published  in  the 
same  lectures.  These  are  to  the  effect  that  the  safest 
guide  to  the  severity  of  the  injury  is  afforded  by  the  form 
and  character  of  the  sensory  disturbances,  and  especially 
by  the  changes  and  modifications  in  the  reflexes  of  the 
affected  limbs. 

In  most  cases  the  site  of  the  wound  or  a  radiographic 
examination  permits  an  accurate  diagnosis  of  the  medullary 
lesion,  but  not  infrequently  this  can  be  determined  only  by 
a  study  of  the  symptoms  produced  by  it.  The  method  by 
which  an  accurate  local  diagnosis  can  be  made  is  also 
dealt  with  in  these  lectures.  Here,  too,  many  important 
and  interesting  symptoms  which  result  from  injuries  to 
different  portions  of  the  spinal  cord  are  described.  It  was 
found,  for  example,  that  when  its  lower  cervical  and  the 
upper  thoracic  segments  were  severely  affected,  the 
patients  often  presented  a  serious  symptom-syndrome 
characterized  by  hypothermia,  bradycardia,  low  blood 
pressure,  reduced  secretion  of  urine,  and  mental  hebetude. 
The  body  temperature  may  fall  as  low  as  80"' F.  (27°  C), 
the  pulse-rate  to  35x)r  40  per  minute,  the  blood  pressure  to 
60  mm.  of  mercury,  and  only  4  to  8  oz.  of  urine  may  be 
secreted  in  the  twenty-four  hours. 

Injuries  to  the  region  from  which  the  vasomotor  fibres 
to  the  kidneys  pass  off  may,  on  the  other  hand,  produce 
an  extraordinary  polyuria,  and  lesions  in  the  higher  cer- 
vical segments  were  shown  to  be  often  associated  with 
hyperpyrexia. 


Attention  has  been  drawn  by  T.  H.  Elliott -'^  to  the 
occurrence  of  spinal  lesions  in  men  who  have  been  exposed 
to  shell  explosions  in  their  ininirdiate  vicinity,  but  who 
escaped  direct  injuries. 

The  acquisition  of  wider  knowledge  has  not,  however, 
greatly  widened  the  scope  of  operative  intervention. 
Operations  are  still  for  tlie  most  part  confined  (1)  to  cases 
in  which  a  radiographic  or  direct  examination  reveals 
the  presence  of  displaced  and  depressed  fragments  of  bone 
or  the  lodgement  of  foreign  bodies  either  within  the  canal 
or  buried  in  the  cord  (it  may  be  mentioned  that  several 
cases  have  been  observed  where  retained  bullets  have 
travelled  long  distances  within  the  spinal  ciuuil,  particularly 
in  its  lower  part) ;  (2)  to  cases  in  which  the  patients  suffer 
severe  and  unbearable  pain ;  (3)  to  cases  in  which  pressure 
from  haemorrhage  around  the  cord  is  suspected,  such  cases 
being  very  rare.  An  additional  class  may  bo  added  in 
which  a  late  operation  is  performed  on  the  chance  of  some 
improvement  being  gained,  mainly  as  a  question  of  ex- 
pediency. Patients  with  injuries  to  tlie  nerves  of  the 
Cauda  equina  have  as  a  rule  been  evacuated  to  England. 

No  striking  change  in  operative  technique  has  been 
developed,  beyond  the  general  tendency  to  partial  rather 
than  classical  laminectomies,  and  perliaps  the  development 
of  an  increased  confidence  in  the  utility  of  placing  a 
muscle  graft  over  the  opening  in  the  spinal  membranes 
when  leakage  of  cerebro- spinal  fluid  has  been  associated 
with  the  performance  of  the  operation.  An  intact  dura 
has  throughout  been  an  important  immediate  prognostic 
element,  as  in  the  case  of  injuries  to  the  head. 

Early  drainage  of  the  bladder  by  a  suprapubic  tube  has 
been  advocated  by  Percy  Sargent  since  the  commencement 
of  the  campaign,  but  the  difficulties  in  the  transport  of 
patients  thus  operated  upon,  and  the  increased  responsi- 
bility devolving  on  the  nurse  in  keeping  tlie  back  in  good 
condition,  have  militated  against  an  extensive  adoption  of 
this  measure. 

Injuries  to  the  peripheral  nerves  have  been  extremely 
common ;  it  lias  indeed  been  estimated  that  in  18  to  20  per 
cent,  of  all  limb  wounds  slight  or  more  serious  lesions  of 
the  large  nerve  trunks  coexist.  But  owing  to  the  facts 
that  when,  as  is  usually  the  case,  extensive  septic  wounds 
are  present,  the  early  surgical  treatment  of  nerve  injuries 
is  impracticable,  and  that  the  patients  with  small  and 
clean  wounds  can  be  safely  transferred  to  England,  neither 
the  treatment  nor  the  study  of  these  injuries  has  been  an 
urgent  question  in  the  general  hospitals  on  the  lines  of 
communication  in  France. 

ABDOMINAL  INJURIES. 

Tlie  chief  interest  in  injuries  to  the  abdomen  has  riglitly 
been  transferred  from  the  general  hospitals  to  special 
hospitals  at  an  advanced  line  or  to  the  liighly  developed 
casualty  clearing  stations.  Prior  to  the  summer  of  1915, 
however,  the  great  majority  of  injuries  to  the  abdominal 
viscera  were  dealt  with  on  the  expectant  system,  and 
such  of  the  patients  as  survived  arrived  in  the  general 
hospitals.  The  experience  gained  from  the  observation  of 
these  afforded  some  information  regarding  the  prognosis  of 
wounds  of  both  hollow  and  solid  viscera,  which  may  in  the 
future  not  be  so  readily  obtained. 

The  enormous  mortality  attending  injuries  to  the  small 
intestine  was  clearly  demonstrated,  both  by  the  com- 
paratively small  number  of  patients  arriving,  and  by  the 
simple  nature  of  the  injuries  found  at  post- mart f)n.  ex- 
amination compared  with  the  extensive  and  multiple 
character  of  the  lesions  which  have  been  almost  uniformly 
discovered  by  early  ojjerations.  This  experience  exerted  a 
healthy  influence  in  supporting  the  advisability  of  early 
operation.  The  lesser  fatality  attending  wounds  of  the 
colon,  excluding  the  transverse  colon  and  the  sigmoid 
flexure,  was  also  clearly  brought  out,  since  a  larger  pro- 
portion of  wounds  of  the  largo  gut  arrived  at  the  general 
hospitals,  and  of  these  more  than  50  per  cent,  recovered 
sufficiently  to  be  transferred  to  England  in  good  condition. 
This  number  obviously  has  no  bearing  on  the  actual 
mortality  of  wounds  of  the  colon,  but  compared  with  a 
percentage  recovery  of  less  than  16  per  cent,  in  a  small 
series  of  minor  injuries  to  the  small  intestine,  it  is 
sufficiently  striking. 

A  few  points  of  some  interest  also  emerged  from  the 
series  of  post-Dtortein  examinations  made  on  patients  who 
had  survived  several  days ;  thus  the  general  character  of 
the  peritonitis  in  cases  of   wounds  of  the  small  intestine, 
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and  the  localized  nature  of  tliat  developing  in  consequence 
of  wounds  of  the  lar}>e  intestine;  the  observation  that 
when  the  wound  track  traversed  the  psoas  muscle  and  its 
sheath,  extravasation  of  faecal  contents  extended  to  the 
thigh,  and,  indeed,  might  travel  the  whole  length  of  the 
lower  limb  ;  that,  while  patients  dying  from  the  effects  of 
wounds  of  the  small  intestine  uniformly  succumbed  to 
peritoneal  infection,  deaths  following  wounds  of  the  colon 
were,  in  40  per  cent,  of  all  the  eases,  the  result  of  a  general 
infection  from  the  septic  wound  of  the  soft  parts  of  the 
trunk,  and  not  from  the  psritoneum  itself,  the  main  feature 
of  the  general  infection  being  a  purulent  bronchitis;  lastly, 
in  a  series  of  ponl-niortem  examinations  made  by  Captain 
Henry,  in  every  case  a  general  post- mortem  invasion  of 
tlie  blood  stream  by  anaerobic  organisms  was  discovered. 

Experience  again  proved  the  practical  futility  of  per- 
forming operations  for  the  closure  of  intestinal  wounds 
after  thirty  six  hours  has  elapsed  from  the  time  of  injury, 
and  it  is  probable  that  any  successes  obtained  in  this  field 
can  be  counted  upon  the  lingers.  On  the  other  hand,  the 
good  results  often  obtained  bv  performing  a  proximal 
colostomy  in  large  wounds  involving  the  colon,  and  thus 
preventing  the  occurrence  of  tlie  late  systemic  infection 
referred  to  above,  have  been  amply  proved.  The  few  cases 
iu  which  an  attempt  has  been  made  to  obtain  the  same 
result  by  making  an  intestinal  short  circuit  by  anastomosis 
have  not  been  encouraging,  and  it  is  obvious  that  this  class 
of  case  is  not  a  favourable  one  for  such  procedure,  both 
by  reason  of  the  general  condition  of  the  patient  and  the 
difficulty  in  performing  a  clean  operation. 

No  novel  features  have  been  disclosed  by  observation  of 
the  numerous  instances  of  wounds  to  the  solid  abdominal 
viscera,  except  that  jicrhaps  more  attention  has  been  given 
to  interference  with  their  secretory  activity,  and  that  the 
favourable  course  commonly  following  these  injuries  in 
the  absence  of  serious  septic  complications  has  tended  to 
confirm  the  propriety  of  maintaining  an  expectant  atti- 
tude in  the  question  of  surgical  intervention.  Speaking 
generally,  it  may  be  said  that  the  formation  of  an  abscess 
or  the  occurrence  of  secondary  haemorrhage  are  the  only 
indications  for  interference  at  the  period  at  which  the 
patients  reach  the  general  hospitals.  Septic  infection  has 
been  the  common  cause  of  death  iu  all  cases  of  fatal  injury 
to  the  solid  viscera,  and  in  40  per  cent,  of  deaths  from 
wounds  of  the  liver  secondary  haemorrhage  has  accounted 
for  the  fatal  issue. 

Intraperitoneal  injuries  to  the  urinary  bladder,  even  dis- 
covered during  operation,  have  been  rare  throughout  the 
campaign,  and  forsoiue  reason  probably  connected  with  the 
conditions  of  trench  warfare  extraperitoneal  wounds  have 
become  far  less  often  seen  than  in  the  earlier  stages  of  the 
war.  These  latter  cases  were  the  source  of  much  interest 
because  they  were  sometimes  difficult  to  diagnose  from 
injurv  to  the  pelvic  small  intestine  in  tlie  early  stage,  and 
also  because  treatment  by  simple  suprapubic  oystostomy 
was  found  so  successful.  Of  thirty  such  consecutive  opera- 
tions only  two  proved  unsuccessful,  and  iu  each  of  these 
comminuted  fractures  of  the  pelvis  were  coexistent.  If 
treated  expectantly,  in  many  instances  the  urine  escaped 
freely  from  apertures  in  the  abdominal  wall,  the  buttock, 
or  the  thigh  for  a  week  or  ten  days,  and  the  patients 
appeared  to  be  doing  well,  when  infection  of  the  urine 
took  place,  extended  to  the  bladder,  and  toxaemia  followed. 
Hven  in  the  latter  class  of  case,  however,  a  late  operation 
may  save  the  patient. 

The  condition  of  cases  arriving  at  the  general  hospitals 
subsequently  to  the  primary  operations  at  the  advanced 
lines  ilescrves  a  word  of  mention,  although  the  patients  are 
for  the  most  part  birds  of  passage. 

The  general  results  have  been  remarkably  good,  the 
most  coTniiiou  d(;l'('(-t,  now  not  so  common  as  in  the  earlier 
stages  of  the  adoption  of  early  oi)eratiou,  has  been  incom- 
plete union  of  the  wound  iu  the  abdominal  wall.  In  some 
cases  this  lias  been  accounteil  for  by  a  primary  use  of  the 
initial  entry  or  exit  aperture  for  the  site  of  the  exploratory 
incision,  in  others  from  the  persistency  of  a  gap  left  for 
a  drainage  tube;  but  beyond  thesis  complicating  factors 
an  obvious  <lil1iiulty  has  \n-xM  expi^rieuced  in  obtaining  firm 
jirimary  union.  In  some  cases  this  may  have  depended  on 
MU  actual  defitnency  in  vitality  of  the  patient,  but  in  the 
majority  it  has  undoubtedly  Xh'vw  due  to  infection,  and  when 
it  is  borne  in  mind  that  these  ojx'rations  are  performed 
on  the  subjects  of  intestinal  perforations  in  whom  infected 
blood   is    pn.'seut    and     has    to    be    evacuated     from     the 


abdominal  cavity,  it  is  not  to  be  surprised  at.  Such  wounds 
have  usually  healed  readily  by  granulation.  The  next 
occasional  trouble  has  been  the  secondary  formation  of 
abscesses  or  fistulae.  These  have  not  been  common,  the 
abscesses  usually  following  colic  wounds  and  the  fistulae 
wounds  of  the  small  intestine.  It  is  noteworthy  tliat 
fistulae  have  formed  secondarily  in  several  cases  in  which 
the  primary  exploration  lias  been  negative — a  fact  bearing 
on  the  common  occurrence  of  severe  contusion  of  the  wall 
of  the  intestine  unaccompanied  by  perforation.  As  a  rule, 
the  bowels  have  acted  regularly  and  well ;  in  some 
instances  diarrhoea  has  been  troublesome,  and  the  writer 
has  only  seen  one  patient  in  whom  secondary  obstruction 
was  caused  by  adhesions.  On  the  whole,  the  evidence 
seems  against  troublesome  peritoneal  adhesions  developing 
with  any  degree  of  frequency.  In  one  post-mortem  exami- 
nation made  upon  a  patient  who  died  from  pneumonia  the 
abdominal  cavity  was  absolutely  free  from  adhesions,  and 
an  end-to-end  anastomosis  was  so  perfect  as  to  be  with 
difficulty  discovered.  As  is  usually  the  case,  however,  the 
bowel  on  the  proximal  side  of  the  line  of  union  was  already 
somewhat  dilated. 

RADIOGR.\PHY.'- 

Considerable  advance  in  the  localization  of  foreign 
bodies  has  been  made  in  the  general  hospitals  on  the  lines 
of  communication  during  the  progress  of  the  campaign. 

While  the  majority  of  surgeons  are  agreed  that  the 
greatest  radiographic  assistance  which  they  receive  in  the 
removal  of  foreign  bodies  is  afforded  either  by  stereoscopic 
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l-'lG.  9.— I.   (.'urvu   for  a  displm-fnu'iit,  of  the  focus  of   150  iniii. 
11.  Curve  foi-iiilisplnciMiient  of  Hie  focus  of  100  nun.     III.  Curve  for 

a  tlisphu-enH'iit  or  Hie  focus  of  ;o i.     IV,  Correction  lor  a  dis- 

tiiiue  fi-oiu  the  screen  to  the  focus  of  400  linn.  V.  Correction  for  a 
ilisUiuce  from  the  screen  to  the  focus  of  500  mm.  VI,  Correction 
for  a  distance  from  the  screen  to  the  focus  of  600  mm. 

skiagrams,  or  else  by  two  plates  taken  at  planes  at  iTght 
angles  to  one  another — usually  anteroposterior  and 
lateral — there  are  situations  in  the  body,  such  as  the 
thorax,  abdomen,  and  hip  region,  whore  it  is  more 
convenient  to  be  provided  with  the  depth  of  the  foreign 
body  ill  centimetres  under  a  certain  spot. 

■  The  writer  is  indelited  to  Major  Curtis  Webb  for   the  technical 
(h^ails  ct)utaiiied  iu  this  section. 
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The  priiiio  credit  of  evolving  a  method  for  estiiuatiii<j 
the  position  of  a  foreign  body  must  be  accorded  to 
Mackenzie  Davidson,  but  in  the  early  days  of  the  war 
Dr.  Hampson  worked  out  a  modification  of  Davidson's 
principle  whereby  the  depthof  the  foreign  body  from  the 
screen  or  plate  could  be  easily  and  quickly  determined, 
and  several  ingenious  modifications  of  a  mechanical  device 
attached  to  a  fluorescent  screen  have  been  put  upon  the 
market  based  in  principle  on  Hampson's  work. 

In  October,  1914,  M.  Paul  Wigny,  director  of  the  Rouen 
Electric  Light  Company,  worked  out  a  formula  and 
chart  (Fig.  9)  for  Major  Curtis  Webb ;  subsequently  the 
formula  was  independently  evolved,  and  published  in 
England  in  1915.  This  formula  is  based  on  Hampson's 
principle,  and  has  been  extensively  utilized  by  Major 
Curtis  Webb,  who  has  supplied  the  following  details  as  to 
its  application : 

In  Figure  10  T  is  the  table,  and  i>  the  part  of  the  patient 
in  which  lies  the  foreign  body  at  an  unknown  depth  (.r) ; 
L  =  the   distance   between   the    anticathode    and  plate ; 


Plate  or  screen 


Level  of 
anticathode 
in  tube  box 


d  r=  the  horizontal  movement  of  the  tube  between  the  two 
exposures ;  I  =  the  distance  between  the  two  shadows  on 
the  plate  or  screen.  With  these  indications  it  is  easy  to 
work  out  the  formula : 

_  /  X  I. 
■''• "  d+  I 

The  procedure  is  as  follows :  First  centre  the  tube 
under  the  part  where  the  foreign  body  is  seen,  and  close 
the  diaphragm  down  until  the  foreign  body  is  just  en- 
closed by  the  aperture.  Mark  the  skin  over  the  point, 
and  the  foreign  body  will  lie  vertically  under  it.  Place  a 
plate  in  position  with  its  centre  about  over  the  foreign 
body,  move  the  tube  a  few  centimetres  (4  or  5)  one  way, 
expose  and  then  move  the  tube  back'lO  centimetres,  and 
expose  again  on  the  same  plate.  On  developing,  there  will 
be  two  shadows:  the  distance  in  centimetres  between  two 
corresponding  points  of  the  shadows  will  be  the  distanced; 
d  should  be  10  cm.,  and  l  should  be  50  cm.  On  many 
a;-ray  couches  there  are  arrangements  for  securing 
this  last  factor,  and  where  this  is  the  case  the  chart 
(Fig.  9)  will  enable  the  exact  depth  of  the  foreign  body  to 
be  a.scertained  without  calculation  in  the  following  way : 

In  the  upper  left  side  of  the  chart  are  a  series  of 
numbers  corresponding  to  the  distance  between  the 
shadows.  Take  this  figure,  follow  the  horizontal  line 
until  it  touches  the  curve  corresponding  to  the  amount  of 
lateral  movement  of  the  plate — usually  10  cm.  Then 
follow  the  perpendicular  from  there  until  it  impinges  on 
the  Ime  corresponding  to  the  distance  between  the  plate 
and  the  anticathode  (l),  and  then  trace  the  horizontal  from 
thispoint  towards  the  right  of  the  chart.  The  example 
in  the  chart  is  indicated  by  the  line  a  b  c  d,  where  a 
distance  between  shadows  of  4  cm.,  a  movement  of  the 
tube  of  15  cm.,  and  40  cm.  between  plate  and  anticathode 
corre.sponds  to  a  depth  of  the  foreign  body  of  8.5  cm. 

If  a  couch  has  been  extemporized  the  distance  of  the 
anticathode  from  the  top  of  the  couch  can  be  measured 
once  and  for  all  and  noted,  and  the  distance  of  the  plate, 
where  lying  on  the  part  under  examination,  from  the  top 
of  the  table  can  be  added  to  the  above  known  distance 
and  tlie  depth  of  the  foreign  body  finally  worked  out  from 
the  formula;  or  the  part  can  be  raised  on  pillows  until  L  is 
approximately  50  cm.  From  a  surgical  point  of  view 
approximation  is  all  that  is  necessary,  for  note  that,  if  it 
be  endeavoured  to  arrange  that  l  be  50  cm.,  but  for  some 


reason  it  be  either  48  or  52  cm.,  then  x  will  be  eithoi- 
8  or  8j.  Should,  for  example,  I  be  taken  as  2  cm.,  then  a. 
difference  of  j  cm.  is  negligible  in  an  ordinary  removal  of 
a  foreign  body.  However,  very  little  ingenuity  is  required 
to  ensure  L  being  fairly  accurately  50  cm. 

For  localization  of  foreign  bodies  in  the  eye,  an  ex- 
cellent head  rest  has  been  devised  by  Major  Highaui 
Cooper,  which  is  both  simple,  rapid,  accurate,  and 
convenient. 

In  civil  practice  it  has  been  customary  to  radio- 
graph the  eye  with  the  patient  in  the  sitting  position. 
This  is  impracticable  in  the  majority  of  wounded  soldiers. 


hence  the  head  rest,  illustrated  in  Fig.  11,  wa.Si 
designed  to  enable  men  to  be  .f  rayed  while  in  bed  in  the 
wards. 

The  apparatus  is  either  arranged  across  the  bed,  or  made 
to  replace  the  pillow,  the  patient's  head  being  placed  in. 
the  position  shown  in  Fig.  11,  pressed  against  a  plate- 
holder  A,  provided  with  cross  wires.  The  patient's  head 
rests  upon  an  air  pillow,  which  can  be  inflated  to  raise  it 
to  the  height  desired.  -Vu  upright  of  thin  wood,  n,  is  then 
pushed  up  to  the  other  side  of  the  head,  and  clamped  to- 
immobilize  the  head.  Tlie  x-ray  tube  (previously  centred 
on  the  inter.seetion  of  the  cross  wires  on  the  plate-holderl 
is  held  in  a  clamp,  c,  capable  of  a  3  cm.  shift  to  either  side- 
of  the  central  position  against  stops.  Hence  no  measure- 
ments require  to  be  made,  as  both  the  distance  of  the- 
tube  and  the  displacements  are  fixed. 

In  localizing  foreign  bodies  in  the  eye  a  metal  marker 
must  be  placed  in  some  known  r^atiou  to  the  centre  of 
the  cornea.  In  head  injuries  the  markers  may  be  placed 
as  desired.  Localization  is  done  by  the  graphic  method 
for  vertical  and  horizontal  position,  and  the  usual  formula 
is  employed  to  calculate  depth.  The  negatives  possess- 
also  the  advantage  of  being  stereoscopic. 

For  working  out  the  exact  position  from  a  pair  of  stereo- 
scopic plates  a  most  excellent  and  accurate  method  has 
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recently    been     published     which     dispenses    with     the- 
Mackenzie  Davidson  localizer. 

A  typical  case  will  make  this  clear  (Fig.  12).  In  this, 
case  the  tip  of  the  fuse  wire  was  exactly  9  mm.  under 
and  on  the  same  plane  as  the  centre  of  the  pupil  when  the 
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Fig.  13.— Plot  out  the  foreign  body  on  the  left  cUaRram,  and  read  off  its  distance  in  mm.  from  the 
Central  Corneal  Axis  (C.C. A.).  Imagine  the  riyht  diagram  rotated  round  the  line  of  the  CO. A.  to  the  plane  passing 
through  the  foreign  body.  The  number  of  mm.  tlie  foreign  body,  is  from  the  CCA.  is  counted  in  the  plane 
tangential  to  the  centre  of  the  anterior  surface  of  tlie  cornea,  and  the  foreign  body  is  plotted  out  at  the  appropriate 
depth.  It  will  be  seen  whether  the  foreign  body  is  inside  or  outside  the  globe,  and  how  many  mtn.  it  is  internal  or 
external  to  the  outer  surface  of  the  sclerotic. 

The  foreign  body  is  mm.  -^  f^^°^^  the  central  corneal  axis. 

mm.  to  the     .,'',„.,„„,  side  of  the  central  corneal  axis. 

\   iiemi)oiai  ^ 

mm.  deep  to  the  plane  tangential  to  the  centre  of  the  anterior  surface  of  the  cornea. 

The  charts  show  the  foreign  body  to  be   ,  o"fts1de  "*'"'  °"°'''^ """'    i  external  '"  ^'"'^  °"''^''  surface  of  the  sclerotic. 

patient  looked  at  some  distant  object  with  the  sound  eye,  Employme.nt  of  Radioscopy. 

the   patient  lying    on    his    back   so  that    the    horizontal  It  would  appeal-  expedient  specially  to  emphasize  the 

line  Jt  h  may  be   considered  as  passing  from  the   vertex  danger  of  substituting  radioscopy  for  radiography  in  the 

towards  the  chin.     Obviously,  then,  the  vortical  line,  v  v,  localization  of  foreign  bodies  except  in  occasional  cases, 

will  be  parallel  to  the  central  corneal  axis  (C.C..4.).  When  a  number  of  cases  require  attention,  radioscopy  is 

Now,   on   either   side   of    the   point    of    intersection    h  undoubtedly    the   more   expeditious,   but    more   tlian   one 

measure  two  distances,  h  s,  h  s',  each  of  3  cm.,  then  the  operator  in  France  has  had   his  face  and   hands  severely 

points  s  and  s'  will  correspond  to  the  respective  positions  burnt  by  excessive  use  of  the  screen.     Further,  the  radio- 

of  the  anticathode  of  the  tubes  at  the  two  exposures,  and  graphic  plate,  even  though   the  structures  have  a  double 

/  and  /'  the  shadows   of    the  tip   of   the  fuse  wire,  and  contour,  can  afford  very  definite  assistance  to  the  surgeon 

b  and  h'  the  shadows  of  the  foreign  body,  and   f  and  u  at  the  time  of  operation. 

will  bo  the  respective  true  positions  of  the  tip  of  the  fuse  The    removal   of   foreign  bodies  under  the  fluorescent 

wire  and  of  the  foreign  body.     From  f  and   b  drop  two  screen   lias   been  employed    to   a    considerable  extent  in 

verticals  ff' and  I!  is';  measure  ff' and  B  li',  then  ff' minus  some    hospitals,   the    following    method   and   precautions 

'b  b' will  be  the  depth  of  the  foreign  body.     Again,  draw  a  being  adopted  : 

horizontal  line  through  B  parallel  to  A  /(,  and  as  it  is  known  The  patient  is  laid  on  the  .oray  couch  and  anaesthetized. 

that  F  was  9  mm,  below  the  central  corneal  axis,  then  the  The  part  to  be  examined  is  cleansed  and  covered  with  a 

centre  of  the  pupil  is  indicated   by  the  point  c  ;  then  the  sterile  towel,  upon  which   the  fluorescent  screen  is  placed, 

distance  c  a  will  bo  the  distance  of  the  foreign  body  above  The  current  being  turned  on,  the  diaphragm  on  the  tube 

or  beloiv  (in  this  case  above)  CCA.      Finally,  knowing  the  box  beneath  the  table  is  reduced   in  diameter  enough  to 

distance  of  the  anticathode  from  the  plate,  we  can  deter-  define  the  foreign  body  clearly,  which   procedure  also  cuts 

mine  the  distance  of  the  tip  of  the  fuse  wire  F  from  the  off  all  unnecessary  rays,  and  so  saves  the  operator's  hands. 

plate — using  the  formula  By   pressing   on    the   skin   in   the  neighbourhood   of   the 

.  foreign  body  and  noting  its  maximum  movement  it  is  easy 

.r  =  '  to  ascertam  at  what  point  the  foreign   body  is  nearest  to 

'   '^  the  surface,  and  it  can  tlien  be   determined   whether  it 

—by  the  distance  between  the  shadows  /  and   /',  and  in  «''ould  be   removed  through  the  original  track  or  wliether 

the  same  way  the   distance  of   «  from   the  plate  can  be  ^  f''*^^'^  incision  should  be  made  directly  over  it.     Which- 

estimated.     I'f  the  distance  of  F  be  greater  than  the  dis-  '^^<'''  Proceeding  be  decided  upon,  the  point  of  a  forceps  is 

tance  of  b  from  the  plate,  b  is  that  much   on  the  temporal  "'^^'^  introduced  and  pushed  on  until  it  reaches  the  foreign 

side  of  the  Cc:,A.,  as  is  indicated  by  the  difference  between  ^"''y-     ''>'  '"ovng  the  points  up  and  down  alternately  it 

the  two  distances.      On    the  other  hand,   if    b  is  further  "an   be  noted  whicli  movement  causes  the  greatest   dis- 

from  the  platc!  than  F,  then  the   foreign  body  will  be  that  placement   of   the   foreign   body,   and    thus   it   is  known 

much  to  the  tinsal  side.     In   the  case  typified  the  exact  whether   the   forceps  occupy  a  plane  above  or  below  it. 

position  of  the  foreign  body  was  ^  I'ttle  practice  enables  the  forceps  to  be  brought  (piickly 

into  contact  with  the  foreign   body,  when  they  are  opened 

4  luui,  deep  to  |  .just  sufficiently  widely  to  allow   it   to  be  grasped  without 

3  mm,  above  CC.\,  the  inclusion  of  muscle  or  other  structures  surrounding  it. 

exactly  on  vertical  I  As  an  extra  precaution   it  is   wi^ll   to    place   a  sheet    of 

.',  in  globe.  aluminium    1  mm.   in    thickness   over   the   diaphragm    in 

order  to  cut  off  the  soft  rays. 
T'he  accompanying  charts  (Kig.   13)  have  been  suggested 
by  Colonel  Lister  for  demonsUaling  the  position  of  foreign  Kapid  Localization  of  Uullkts  oh  Shuapnkl  Balls 

bodies    in   the    eye,    on    the  lines    laid    down    by    Captain  FitOM  A  .SixdLF,  R.Miioiiit.vpii  on   a   Sinolk   I'L.vrK, 

.1,  Herbert  Fish(!r,  F, !{,(;, S,,  ]{,.\,.A1,C\,  ill  his  articUi   in   the  This    method,    devised    by   Cajitain   Pirie,  CA.M.S.,-"  is 

^)plitli(ilinic  licrieir.  obviously  limited  in  application,  since  it  assumes  that  only 
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!■  i(i.  14.— Showing  bullets  and  shrapnel  balls  x-a-iiographc:!  at  the  distances  lueiitioned  in  inches. 


bullets  and  shrapnel  balls  of  tlie  same  calibre  are  bciiij; 
dealt  with. 

A  key  ladiograpliic  table  is  prepared  by  making 
ladiographs  of  tlio  bullet  or  shrapnel  ball  at  the 
following  distances  from  the  plate :  0,  1,  2,  3,  4,  5,  6  in. 
(Fig.  14.) 

The  diameter  of  the  bullet  or  ball  casts  a  shadow  the 
width  of  which  is  proportional  to  its  distance  from  the 
plate,  no  matter  at  what  angle  the  missile  may  be  lying. 
The  length  of  the  bullet  forms  no  guide. 

A  measurement  of  the  uniformly  cylindrical  portion  of 
the  bullet  is  made  with  a  fine  pair  of  dividers ;  the  latter 
are  then  transferred  to  the  key  plate  and  compared  with 
the  shadows  ;  the  shadow  which  they  fit  exactly,  decides 
the  depth  of  the  bullet.  The  same  method  applies  to  the 
shrapnel  ball,  provided  it  is  not  more  than  very  slightly 
deformed. 

Anatomical  Localiz.\tion  of  a  Metallic  FoitKiciN 
Body  and  Keconstrdction  oe  its  Tkack. 

Captain  Crymble'-^  has  shown  the  practical  possibility  of 
combining  radiographic  results  with  the  information  which 
can  be  obtained  from  a  study  of  sectional  anatomy.  By 
this  combination  the  actual  anatomical  position  of  a  foreign 
body  can  be  determined  in  addition  to  its  depth  from  the 
surface  or  relation  to  neighbouring  bony  points.  To  attain 
this  object  he  has  employed  a  series  of  original  coronal 
and  horizontal  sections  of  the  body,  and  also  the  atlas  of 
cross  section  anatomy  of  Eycleshymer  and  Shoemaker. 
By  marking  the  vertical  and  lateral  positions  of  the  foreign 
body  on  a  reconstruction  of  the  part  of  the  body  concerned, 
obtained  by  replacing  the  sections  in  position,  the  sections 
corresponding  to  the  position  of  the  missile  and  the  track 
leading  thereto  are  selected. 

Application  of  the  depth  measurement  from  the  surface, 
or  observation  of  the  relation  of  the  bone  to  the  surface 
of  the  section  of  the  body  actually  occupied  by  the  missile, 
then  allows  the  definite  anatomical  structure  enclosing  the 
foreign  body  to  be  determined. 

The  structures  involved  throughout  the  entire  length  of 
the  track  may  also  be  worked  out  by  the  employment  of  a 
reconstruction  viewed  from  the  anterior  aspect,  and  another 
viewed  from  the  lateral  aspect.  On  the.so  the  positions  of 
the  entry  wound  and  of  the  foreign  body  are  marked 
respectively.  If  no  bone  lesion  is  present  the  positions  of 
the  entry  wound  and  of  the  foreign  body  are  connected  by 
a  straight  line.  Where  a  bone  lesion  is  present  the  line  is 
carried  from  the  wound  to  the  bone  lesion  by  a  straight 
line,  and  from  this  point  a  second  straight  line  connects 
the  position  of  the  bone  lesion  with  that  of  the  foreign 
body.  Keference  to  the  anterior  reconstruction  will  then 
give  the  lateral  position  of  the  track  in  any  section,  and 
reference  to  the  lateral  reconstruction  will  give  the  sagittal 
or  anteroposterior  position  in  any  section. 

Crymblo  points  out  that  the  method  is  seldom  needed  iu 
dealing  with  the  limbs,  but  it  is  more  useful  in  regions  like 
the  hip  or  the  great  body  cavities.  Further,  anatomical 
localization  both  of  the  track  and  the  missile  is  of  extreme 
importance  in  prognosis  and  treatment  in  injuries  to  the 
head,  and  also  affords  a  valuable  means  of  studying  the 
functions  of  the  brain. 
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SOME    ANAEROBES     FOUND    IN    WOUNDS 
AND    TIIKIK    MODE    OF    ACTION    IN 

THE    TISSUES. 

11 Y 

HEHBEKT  HENRY,  M.I).,  Captain  R.A.M.C. 

(From  the  Laboratory  of  a  Base  Hospital  in  France.! 


The  literature  on  the  anaerobes  is  beset  with  so  many 
contradictory  statements  that  it  is  impossible  to  construct 
from  it  an  accurate  account  of  the  reactions  of  even  the 
better  known  organisms.  Experience  has  shown  that  this 
contusion  is  due  almost  entirely  to  the  investigation  of 
impure  cultures,  for,  with  the  establishment  of  a  more 
exact  and  rigorous  tochniijue,  the  features  of  individual 
species  are  found  to  become  more  clearly  defined,  and 
previously  existing  discrepancies  tend  to  disappear  alto- 
gether. 

A  Classification  of  Anaekohes. 
All  the  anaerobes  isolated  from  wounds  are  probably 
faecal  in  origin.  They  give  vigorous  fermentation  re- 
actions in  the  presence  of  organic  material,  and  accoiding 
to  their  biochemical  activities  they  may  be  divided  into 
two  main  groups — the  saccharolytic  group  and  the 
proteolytic  group. 

I.    TJte  S(i.ccharvli//ic   (Jrotiji. 
The   members   of   this  group    vigorously    decompose    a 
variety  of  carbohydrates  with  the  production  of  acid  and 
gas,   but   they    are   only   feebly   proteolytic.      The    group 
comprises : 

1.  ]1.    wclchii.     (Sviioiivms  :     /.'.    aeroficnex    ciipaalatus     of 

Welch    and    Nuttall;i    II.  perfrinilcns  of  Veillou  and 
Zuber  ;2  B.  piilfitiimnis  I'liijiln/.-n-ntntosdc  of  Fraenkel.-') 

2.  II.  tcrlins.    (Svnoi'ivms  :  7)'iifi7/».<  !' of  Fleming  ; '   l>.  toll 

Hihlcr  IX  ar  K.  rodeUa  111  of  Roliertsoii.'') 

3.  Il.falla.r  oi  \Veiiii>erg.^ 

4.  IS.  aerofetitlus  oi  Weinberg.' 

5.  B.  oedniiaticng  of  Weinbeiy." 

Pasteur's  Vibrion  seplujne  would  seem  to  belong  to  this* 
group,  but  it  is  omitted  because  wo  have  had  as  yet  no 
opportunity  of  establishing  its  characteristics. 

The  sugar  reactions  which  have  been  found  to  hold  good 
after  a  long  series  of  observations  are  given  in  the  following 


75 


BRITISH    MEDICINE    IX    THE    WAR,    1914-17. 


abbreviated  table,  and  would  appear  to  funiisli  valuable 
evidence  iu  tlie  dilTei-eutial  diagnosis  of  iudividual  organ- 
isms from  other  niembeis  of  the  group.  There  are  four 
types  of  B.  welchii  which  differ  from  each  otlier  according 
to  their  reaction  in  inidin  and  glycerin.  This  finding 
confirms  tlio  observations  of  Simonds.'-'  B.  tei-tiiis  re- 
sembles B.  irelcliii  in  its  sugar  reactions,  but  ferments 
nuiunite  and  saliciu  in  addition.  B.  arrofciidnn  does  not 
ferment  saccharose,  and  B.  fiillax  attacks  lactose  only 
after  several  days,  while  B.  oedematiens  ferments  dextrose, 
lovulose,  and  maltose  only,  resembling  the  individuals  of 
the  proteolytic  group  in  this  respect.  Certain  strains  of 
B.  welchii  are  slightly  proteolytic,  and  produce  small 
quantities  of  amino-acids,  and  B.  firrofctidus  carries  the 
digestion  of  protein  still  further,  for  it  produces  a  very 
fetid  odour  iu  cultures.  In  neither  case,  however,  is  the 
proteolytic  activity  at  all  comparable  to  that  which 
characterizes  the  members  of  the  second  group. 

Table  I. 


li.    Wc.lcllii     I 
II 

III  . 

IV  . 
}',.  U'vlius    ... 

B.  fallnx     ... 
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Ji.  ocdeinulions  . 
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II.   The  T'l-oteoli/tic  Groiiji. 
This  comprises — 

1.  Ji.  sin>r(nieiit'.'f  of  iMetchiiikoff.io 

2.  ];.  Iiislniiftirus  of  Weinberg." 

3.  J:l.  ptitri/irti^  (oli  of  liienstock.''^ 

4.  Jl.  (■(idacfri^-sporonf-'nc^i  of  Klein. i'' 

5.  B.  tetuiii  of  Nikolaier." 

The  iudividual  members  of  this  group  digest  protein 
very  vigorously,  but  have  a  restricted  range  in  the  matter 
of  carbohydrate  fermentation.  B.  liistolijticiis  breaks 
down  proteiu  as  far  as  the  amino-acid  stage,  whereas  the 
other  members  of  the  group  push  digestion  still  further  to 
the  ammonia  stage.  They  all  ferment  dextrose,  levulose, 
and  maltose.  It  is  prohaUe  tha,t  B.  sporor/enes,  B.  putri- 
Jicus  coli,  and  B.  cadaveris  fijiororjeiies  are  closely  related, 
if  not  identical. 

The  term  11.  oedeiiiatis  malupii  of  Kocli  is  intentionally 
omitted  from  the  above  list,  for  wc  believe  that  the 
organism  described  an  such  by  English  writers  during  the 
war  is  really  B.  sporogencs  of  Jletchnikoff.  It  is  signili- 
canl,  too,  that  no  mention  of  Koch's  organism  appears  in 
lierman  literature  published  since  the  outbreak  of  war. 
Its  j)lacc  seems  to  have  been  taken  by  a  bacillus  which 
has  been  described  independently  by  Asclioff '"  and  by 
Conradi,"^  and  which  is  taken  by  those  observers  to  be  a 
hunuin  form  of  Rauschbrand.  It  is  of  interest  in  this 
connexion  to  note  that  NicoUe,''  as  the  result  of  serological 
tests,  considers  the  Vihriim  sejdiqne  of  Pasteur  to  be 
closely  allied  to,  if  not  identical  with,  the  bacillus  of 
Rauschbrand.  The  organism  of  Conradi  and  Aschoff  is 
said  to  produce  in  animals  a  solid  oedema  of  the  type 
which  is  so  characteristic  of  Weinberg's  H.  ordeinatieiis, 
but  the  strong  sacchai'olytic  powers  attributed  to  it 
distinguish  it  from  the  latter. 

TiiF,  In('iiii'.N(H  ok  .\N,U';iionF.s  in  Wak  Wounds. 
The  production  of  a  gaseous  cellulitis  in  the  tissues 
surrounding  a  wound  is  practically  certain  evidences  of 
auai'robic 'infection,  although  it  must  be  noted  that  the 
infiltration  of  gas  may  often  outdistance  the  niicrobic 
invasion  in  the  tissues.  It  is  not  uncommon  to  find  no 
microscojiical  or  cultural  evidence  of  organisms  iu  the 
oedenui  fluid  taken  from  crepitant  sid)cutnneous  tissues 
at  some  distance  from  the  wound.  .Another  feature  of 
atiaijrobic   growth    is  the  necrosis   it   produces   in   the    in- 


vaded part.  Quite  apart  from  wounds  which  show  these 
clinical  manifestations,  the  majority  of  open  wounds 
treated  at  a  base  hospital  in  France  give  cultural  evidence 
of  the  presence  of  anaerobes.  Out  of  100  open  septic 
wounds  of  all  grades  of  severity  examined  at  intervals  of 
from  two  to  twenty-tw'o  days  after  the  receipt  of  the 
injury  two-thirds  showed  the  presence  of  B.  welchii,  and 
almost  oue-half  showed  the  presence  of  B.  sporogcues  (see 
Table  II).  It  is  unusual  to  hud  only  one  anaerobe  in  a 
wound.  In  the  vast  majority  of  eases  the  anaiJrobe  infec- 
tion is  a  mixed  one,  the  most  frequent  combination  being 
B.  irelcJiii  with  B.  sporogcms. 

In  contradistinction  to  these  open  wounds,  wo  have  had 
the  opportunity  of  examining  a  large  series  of  bloody 
effusions  resulting  from  penetrating  wounds  of  the  pleura 
and  lung.  In  most  of  the  open  septic  wounds  the  anaerobes 
are  implanted  into,  or  come  in  contact  with,  damaged 
muscle,  whereas  in  the  thoracic  injuries  just  mentioned' 
which  might  bo  looked  on  as  closed  wounds,  the  organisms 
carried  iu  have  to  develoj)  in  a  collection  of  ordinary 
blood.  Out  of  500  specimens  of  haemothorax  fluid 
examined,  195  proved  to  be  septic,  and  44.6  per  cent,  of 
these  were  infected  with  anaerobes.  Here,  again,  B.  welchii 
is  the  most  eonnuon  infecting  anaerobe,  and  the  com- 
bination of  this  organism  with  B.  Hporogcnes  is  frequent. 

The  anaerobes  tend  to  remain  localized  to  the  tissues 
during  life,  and  it  is  only  seldom  that  they  can  be  found 
in  the  circulating  blood.  On  the  other  hand,  cases  have 
been  recorded  from  time  to  time  of  so-called  metastatic 
gas  gangrene  iu  which  anaerobes  have  developed  in  some 
position  at  a  distance  from  the  infected  tissue.  This  would 
seem  to  occur  in  a  focus  which  has  suffered  slight  damage, 
as  from  continuous  pressure  or  from  the  introduction  of  a 
hypoderuuc  needle,  and  it  is  certain  that  the  organisms  must 
have  been  conveyed  through  the  blood  stream.  It  is  quite 
frequent,  however,  for  anaerobes  to  become  disseminated 
through  the  blood  stream  immediately  before  death.  Out  of 
40  cases  in  which  death  resulted  from  wounds  which  were 
proved  to  be  infected  with  anac'robes,  the  heart  blood  taken 
from  one  to  twenty  hours  after  death  gave  a  positive 
cultural  result  on  twenty-five  occasions.  In  20  of  the.se  cases 
B.  welchii  was  found  (that  is,  in  80  per  cent.),  and  in 
15  (that  is,  60  per  cent.)  B.  tijiorogrnes  was  present. 


Total 
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rr„,,.,      Infected 
„^";'."  with 
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Thk  Patholooh'al  Pkock.ss  Puoouckii  hy  .\NAf:i!OHEs 

IN    THK    TlSSUi.;s. 

The  incidence  of  anaerobic  infection  iu  wounds  during 
the  present  war  would  seem  to  be  determined  by  two 
factors.  The  first  is  the  unavoidable  soiling  of  a  wound  by 
earth  or  by  clothing  infected  with  faecal  organism.s. 
Secondly,  the  destruction  of  tissues  produced  iu  anil  around 
a  woimd  by  the'  modern  missile  gives  rise  to  just  those 
conditions  which  are  most  favourable  for  anaerobic 
growth. 

The  implantation  of  anaerobes  in  a  focus  of  dead  organic 
material  is  directly  comparable  to  the  inoculation  of  an 
artificial  culture,  and  it  is  for  this  very  reason  that  a 
laboratory  study  of  the  activities  of  anaerobes  in  artificial 
media  is  of  service  in  determining  the  nature  of  the  earlier 
pathological  processes  which  follow  infection  of  the  tissues. 
In  the  wound,  just  as  in  the  test  tube,  the  members  of  the 
carbohydrate  splitting  group  of  anaciobes  are  the  first  to 
di>velop.  The  glycogen  which  is  found  iu  living  healthy 
muscle  is  rapidly  converted  after  tieath  into  dextrose  and 
asmallfractionofisomalto.se.  Roth  these  substances  are 
vigorously  fermented  by  such  an  oi-ganism  as  B.  irelchii, 
and  it  is  because  of  their  presence  that  the  organism  iu 
question  so  readily  establishes  itself  in  daimiged  inusclo. 

This  early  fermentatiiui  iu  uuiscOe  results  in  the  forma- 
tion of  acid  and  gas.     Tin;  latter  consists  of  a  mixture  of 
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carbon  dioxide  and  of  liydi-ogcn  in  vai-yiug  piopoitious.  It 
often  develops  with  astonishing  rapidity,  and  may  become 
cHnically  evident  four  to  six  hours  after  the  receipt  of  the 
wound.  Tlie  appearance  of  crepitation  in  tlie  subcutaneous 
tissues  is  probably  duo  to  gas  which  iias  escaped  from  sub- 
jacent infected  muscle. 

The  gas  may  accumulate  under  considerable  pressure, 
and,  in  so  doing,  it  adds  to  the  embarrassment  of  a 
circulation  which  is  already  impeded  by  the  presence  of 
inflammatory  exudate. 

Coincident  with  the  production  of  gas  is  a  formation  and 
setting  free  of  various  organic  acids.  The  acids  which 
occur  in  the  in  vitro  fermentation  of  carbohydrates  by 
B.  welchii  retard  and  finally  inhibit  the  growth  of  the 
organism,  and,  unless  there  is  a  high  amount  of  available 
protein  present,  the  culture  dies  out  rapidly.  If,  however, 
8ome  method  be  adopted  of  neutralizing  tlio  acid  as  that 
is  formed,  as,  for  example,  by  the  addition  of  calcium  or  of 
magnesium  carbonate  to  the  culture,  then  the  growth  is 
not  only  much  more  luxuriant  but  its  vitality  is  considerably 
increased. 

In  infected  tissues  such  a  neutralization  is  brought  about 
by  the  inflammatory  exudate,  for  tho  buffer  salts  of  the 
serum  constitute  an  absorbing  reservoir  which  will  take  up 
any  excess  of  free  acid,  and  it  is  only  when  this  consider- 
able I'eserve  is  used  up,  if  ever  this  does  happen,  that  one 
can  expect  to  find  an  increased  hydrogen  ion  content  of 
the  circulating  blood. 

There  is,  however,  another  contributing  factor  to  the 
neutralization  of  acid,  a  factor  which  comes  into  operation 
in  the  later  stages  of  bacterial  growth.  Tlie  early  rapid 
growth  of  the  saccharolytic  group  is  succeeded  by  the 
more  gradual  development  of  members  of  the  proteolytic 
group.  The  protein  constituents  of  the  damaged  tissues 
are  attacked  by  the  digestive  ferments  elaborated  by 
organisms  of  this  second  group,  and  are  broken  down  by 
successive  stages.  The  final  product  consists  largely  of 
ammonia  bodies,  and  it  is  these  that  help  to  counteract  the 
acids  resulting  from  carbohydrate  degradation. 

It  is  probably  just  at  this  point  that  certain  saccharo- 
lytic organisms  become  proteolytic,  and  throw  in  their  lot 
with  the  real  tissue  digesting  organisms. 

The  gas  formed  in  the  proteolytic  stage  of  wound 
infection  is  malodorous  because  of  the  development  of 
sulphuretted  hydrogen  and  certain  volatile  bodies. 

It  is  probably  during  the  proteolytic  period  also  that 
the  toxic  products  are  elaborated  which  give  rise  to  the 
clinical  condition  of  toxaemia.  It  is  very  unlikely  that 
such  a  condition  is  established  as  the  result  of  carbo- 
hydrate fermentation.  Theclinical  picture  of  a  mau  dying 
with  anaerobic  toxaemia  is  chiefly  that  of  a  rapidly  pro- 
gressive circulatory  failure,  and  death  may  come  so 
abruptly  that  it  is  often  falsely  ascribed  to  pulmonary 
embolism.  It  never  bears  a  resemblance  to  that  state  of 
"air  hunger"  vvhich  clinical  pathologists  have  proved  to  be 
associated  with  blood  acidosis. 


Olio  may,  then,  sunmarize  the  pathological  processes  in 
an  anaerobe  infected  wound  as  being  characterized  by  two 
main  features — the  production  of  gas  and  the  death  of 
tissue.  Each  of  the  two  main  gi-oups  of  anaerobes  above 
definei]  has  its  share  in  these  processes,  and  the  succes- 
sive stages  by  which  an  anaerobe  infection  develops  may 
be  thus  summarized  : 

1.  The  initial  trauma  in  determining  tho  death  of  tissue 
establishes  a  focus  for  growth.  Tliis  is  characterized  by 
the  latent  period,  which  precedes  any  obvious  clinical  signs 
of  anaerobic  infection. 

2.  The  first  active  phase  of  anaerobic  infection  consists 
in  the  development  of  the  rapidly  growing  saccharolytic 
organisms,  of  which  B.  welchii  is  the  chief.  It  is  because 
of  the  richness  of  muscle  in  fermentable  carbohydrate 
that  this  tissue  provides  such  favourable  conditions  for  the 
growth  of  organisms  of  the  saccharolytic  type.  Their 
development  results  in  the  production  of  acid  and  gas. 
The  gas  accumulates  first  in  the  muscle  and  reaches  the 
subcutaneous  tissues  by  escape  from  the  muscle.  The 
pressure  produced  by  gas  and  also  by  inflammatory  oedema 
fluid  leads  to  an  anaemic  condition  in  the  tissues  sur- 
rounding a  wound,  and  this  change  initiates  the  second 
active  period  of  anaiirobic  invasion.  The  muscle  in  the 
saccharolytic  period  is  of   a  brick-red  colour. 

3.  The  second  phase  of  anaijrobic  infection  in  a  wound 
consists  in  active  proteolytic  digestion.  This  is  character- 
ized by  death  and  digestion  of  tlie  tissues.  The  process  is 
accompanied  by  the  formation  of  sulphuretted  hydrogen 
and  of  volatile  substances,  wliicli  give  the  penetrating 
putrefactive  odour  so  typical  of  the  later  stages  of 
infection.  The  previously  red  muscle  becomes  soft  and 
diffluent.  It  may  be  stained  black  by  a  sulphide  of  iron 
formed  by  the  interaction  of  sulphuretted  hydrogen  with 
the  iron  released  from  l:)roken-down  haemoglobin.  The 
toxaemia  which  develops  at  this  period  results  from  the 
absorption  of  toxic  substances  produced  in  the  breaking 
down  of  the  protein  molecule,  and  cannot  be  attributed 
to  the  acid  which  is  formed  in  the  breaking  down  of  the 
carbohydrate  molecule. 

4.  The  final  phase  is  that  of  successful  bacterial  invasion 
of  tho  blood  stream.  It  occurs  in  most  cases  just  at,  or 
immediately  preceding,  the  death  of  the  individual. 
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PART  I.^PRINCIPLES  AM)  TREATMENT. 
Thk  contrilnitions  made  to  suri^ical  science  by  Great 
lUitaiii  in  tlie  last  liundred  or  linndred  and  twenty  years 
have  placed  the  world  for  ever  under  a  debt  to  the  savants 
ot  this  country.  The  discvjvcry,  about  the  year  1799,  by  Sir 
Hunipliry  Davy  that  aiuiosthesia  could  be  induced  by 
vapour  inhalation  and  the  su,t,'t;ostioii  that  nitrous  oxide 
might  be  used  with  advanta<;e  diirinj,'  surj^ical  operations;' 
the  introduction  of  the  antiseptic  system  by  Lister,  and 
the  publication  ot  the  (Jrirjin  of  Spccirs  by  Darwin  which 
firmly  established  the  principles  of  the  law  of  evolution — 
these  all  effected  a  complete  revolution  on  medical  thought 
both  as  regards  its  theory  .and  its  practice.  To  show  how 
great  the  revolution  was  a  reference  may  be  made  to 
Jester's  ])apers  and  more  especially  to  the  year  1873.-  At 
that  time  a  Scottish  medical  student  was  receiving  bis 
training  in  surgical  wards  from  which  hospital  gangrene, 
blood  poisoning  and  erysijjelas  had  been  banished,  and  he 
was  witnessing  operations  under  chloroform  anaesthesia, 
the  mortality  fi'om  which  in  Syme's  first  series  of  5.000 
cases  was  nil.  In  anatomy  not  only  could  he,  like  Hunter, 
study  man  in  relation  to  the  animal  world,  but,  thanks  to 
the  genius  of  ],)arwin,  could  study  each  animal  in  its 
sequence  to  some  other.  The  law  and  order  of  function 
and  structure  took  the  place  ot  chaos. 

It  is  interesting  to  note  that  about  that  time  a  com- 
mission was  sent  to  Edinburgh  from  Germany  under  Liud- 
painter.  'I'he  wards  of  the  liospitals  of  that  country  were 
foul  with  sepsis,  and  the  magnificent  hospital  in  Munich 
was  about  to  be  destroyed  owing  to  the  prevalence  of  blood 
jioisoning,  80  per  cent,  of  all  wounds  being  affected  by 
hosjiital  gangrene.  P'rom  this  country,  after  a  year  spent 
in  acquiring  principles  and  methods,  the  German  Com- 
mission took  away  a  sound  knowledge  of  the  antiseptic 
system,  anaesthesia,  and  of  comparative  biology — the 
three  factors  to  which  modern  surgery  owes  its  existence. 
.Vfter  Lindpainter's  return  from  Edinburgh  not  a  single 
ease  of  hospital  gangrene  occurred  in  the  Munich 
Kranlcenhaus,  and  pyaemia  and  erysipelas  were  banished. 
The  effects  on  surgery  of  the  introduction  of  the  anti- 
s(;ptic— or,  as  called  later,  the  aseptic^system  were  imme- 
diate. Its  greatness  was  recognized  throughout  the  world, 
and  everywhere  surgical  wards  and  operating  theatres  were 
modelled  on  the  British  principle.  The  cranium,  thorax, 
and  abdomen  could  now  be  explored,  and  cases  always 
reganled  formerly  as  hopeless  were  rendered  curable. 

Unfortunately,  the  simplicity  and  power  of  the  antiseptic 
system  was  not  unassociated  with  danger.  It  placed  a 
force  in  the  hands  of  men  who  were  apt  to  forget  that 
a,  knowledge,  if  not  of  comparative,  at  least  of  human 
anatomy  was  the  essential  basis  of  all  surgical  treatment. 
If  Lister  regarded  surgical  treatment  as  largely  a  question 
of  asepsis,  it  was  because  bo  recognized  sepsis  as  surgery's 
curse,  against  which  he  bent  his  titanic  energies,  and  over 
whi(!li  ho  finally  triumphed.  Listerism  was  associated 
witli  action.  In  itself  it  did  not  convert  the  practice  of 
surgery  from  an  art  into  a  si-icnce. 

Wliy  I5ritain's  contribution  to  surgery  stands  une(pialled 
is  that  not  only  did  it  introduce  to  the  world  the  anti- 
•septic  or  o])erativ<!  system  but  also  its  complement— the 
conservative  system.  \ot  oidy  did  it  offer  the  world  a 
system  by  which,  for  example,  a  tuberculous  joint  could 
be  excised  or  explored  without  risk  of  sepsis,  but  also  a 
method  by  which  the  joint,  treated  cmi.servatively,  could 
be  absolutely  cured.  This  complement  we  owe  to  a 
Welshman  wdiose  greatness  is  now  only  beginning  to  be 
generally  rccognizeil,  and  whose  life,  "  tcemiug  with  good 
deeds  done,"  was  prematuri^ly  cut  off  at  the  early  age 
(if  57.  I  allude  to  Hugh  Owen  Thomas  of  Liverpool, 
of  whom  Professor  St(!cle,  the  eminent  .American  ortho- 
p.uidic  surgeon,  in  his  (U'ation  on  Thom:is  delivered  b(!foro 
the  ()rtho])aedic  Congress  at  AVashington,'  said  :  "  In 
orthopaedic    surgery    more    of    originality    and    pra<:tical 
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therapeutic  suggestion  has  been  given  by  no  one.  I  have 
greatly  enjoyed  perusing  his  works,  ancl  it  has  not  been 
without  profit;  I  trust  that  what  he  has  left  in  print  will 
be  found  in  the  library  of  every  member  of  our  .Association, 
for  from  no  single  source  within  our  own  times  has  so 
much  of  orthopaedic  originality  and  suggestive  practice 
emanated." 

.\s  Thomas's  work  was  so  bound  up  with  the  principles 
of  muscular  action,  and  as  wo  recognize  that  the  restora- 
tion of  muscular  function  to  the  normal  is  the  foundation 
of  all  orthopaedic  treatment,  whether  active  or  passive — 
and  this  applies  equally  to  injury  of  muscle,  nerve,  nerve 
centre,  joint  or  bone — a  reference  is  necessary  to  certain 
fundamental  principles  connected  with  nerve  aaid  muscle 
discovered  in  this  country,  so  that  the  position  of  Thomas 
can  be  clearly  defined. 

Professor  Keith  has  told  us  that  Hunter  devoted  a  large 
amount  of  his  time  to  the  study  of  muscle  and  bone,  and 
first  distinguished  between  nerves  of  ordinary  sensation 
and  nerves  of  special  sense.  Hunter's  Croonian  Lectures'' 
on  the  physiology  of  muscular  motion  probably  constitute 
his  most  important  work.  In  stuilying  movement  not  only 
did  he  go  to  the  lowest  forms  of  the  Inveriebrata,  but  also 
to  the  vegetable  world,  just  as  in  investigating  form  lie 
studied  crystals.  Hunter  differentiated  atrophy  of  muscle 
from  disuse  as  well  as  from  disease.  He  differentiated 
between  velocity  and  force  of  action,  and  dealt  with  the 
adaptation  of  muscle  to  joint,  and  of  muscles  going  over 
more  joints  than  one. 

He  recognized  that  relaxation  of  muscle  was  a  power 
as  much  depending  on  life  as  contraction,  and  not,  as  had 
been  previously  taught,  a  simple  cessation  ot  action. 
The  state  of  rest  he  regarded  as  the  state  of  inaction. 
"  The  elongation  of  a  muscle  is  not  the  immediate  result 
of  its  relaxation."  Thus,  if  wc  take  such  an  apparently 
simple  movement  as  flexion  of  the  finger,  the  stimulus 
which  excites  contraction  of  the  Hcxors  produces  also  a 
relaxation  of  the  opponent  extensors.  The  flexors  by  their 
contraction  become  the  elongators  of  the  relaxed  extensors, 
and  these  relaxe<l  and  elongated  extensors  become  by  their 
snbseipicnt  contraction  the  cause  of  elongation  of  relaxed 
flexors.  These  two  groups  Hunter  defined  as  "  Keciprocal 
Elongators." 

These  reciprocal  elongators,  tlien,  by  tfieir  mutual 
action  on  each  other  bring  out  a  middle  state  between 
the  extremes  ot  contraction  and  elongation,  which  is 
the  state  of  ease  or  tone  in  both.  lOither  extreme  of 
motion  leaves  the  muscle  in  an  uneasy  state.  We  lind, 
then,  that  as  soon  as  any  set  of  muscles  cease  to  act.  the 
elongators,  wliich  were  stretched  during  their  action, 
are  slimulated  to  act  in  order  lo  liring  these  parts  into 
a  state  furthest  removed  from  the  extremes  wblcli 
were  uneasy  and  by  which  llu^  stimulus  arising  from 
both  is  ec^ually  balanced.  'I'he  elongated  state  of  a 
muscle  is  an  uneasy  state— a  miisi^le,  therefore,  that  is 
stretclied,  although  in  a  relaxed  state,  is  uneasy,  and 
will  contract  a  certain  length  to  what  is  probalily  the 
middle  state. 

We  recognize  that  a  muscle  which  has  relaxed  ami 
elongated  pnri  jxmsii  with  the  contraction  of  its  ojiponent 
cannot  at  the  same  time  be  in  n  state  of  contraction.  If 
the  extensor  communis  digitornm  extended  the  two  distant 
phalanges  we  could  not  have  extension  of  the  metacarpo- 
jibalangeal  joint  with  flexion  of  the  iutcr])halangeal  joints. 
Yet  wi!  can  readily  perform  this.  Nor  could  we  have  ex- 
tension of  tlie  interphalangeal  joints  witli  flexion  of  tlio 
metacarpophalangeal,  j'ct  this  normally  also  can  1)0  per- 
formed. A  muscle  cannot  at  one  time  help  the  extenders 
and  at  another  the  benders.  'I'o  allow  the  opponent 
flexors  to  act,  it,  as  an  extender,  becomes  relaxed  and 
elongated.  Then,  in  some  extraordinary  way,  this  relaxed 
muscle  fibre  is  supposed  at  the  same  time  to  be  contracted 
and  shortened  to  help  the  flexors. 

l''ollowing    sliortly   after    Hunter     came    the    brilliant 


MILITAKY    ORTHOPAEDIC    HOSPITALS. 


79 


researches  of  Charles  Bell,  whose  classical  work  ou  the 
nervous  system  undoubtedly  forms  the  basis  of  our  kaovv- 
ledge  of  the  physiology  of  the  subject.  For  his  work  ou 
respiration  alone  Bell's  fame  could  stand.  But  Bell  did 
more  than  that.  In  his  own  words  he  thus  describes  his 
great  discovery.^ 

I  I    have    now    only    to    add    tliat   my  opinions    and 

experiments  have  been  followed  up  to  the  satisfac- 
tion of  all  Europe.  It  has  now  boon  acknowledged 
that  the  anterior  roots  of  the  spinal  nerves  bestow  tlie 
power  of  muscular  motion,  and  the  posterior  roots 
sensibility.  When  the  anterior  roots  of  the  nerves  of 
the  leg  are  cut  in  experiment,  the  animal  loses  all 
l)Ower  over  the  log,  although  tbo  limb  still  continues 
sensible.  But  it,  on  the  other  hand,  tho  posterior 
roots  are  cut,  the  power  of  motion  continues  although 
the  sensibility  is  destroyed.  When  the  posterior 
column  of  tho  spinal  marrow  is  irritated  the  animal 
evinces  sensibility  to  pain,  but  no  apparent  effect  is 
produced  when  the  anterior  column  is  touched. 

In  the  year  1832  Boll's  experiments  were  followed  by 
the  discovery  in  London  by  Marshall  Hall  of  the  reflex 
function  of  the  medulla  oblongata  and  medulla  spinalis. 
In  addition  to  the  three  modes  of  iimscular  action  pre- 
viously recognized — namely,  voluntary,  that  of  respiration, 
and  the  involuntary — Marshall  Hall  "recognized  a  fourth, 
namely,  the  reflex  action. 

The  first  three  modes  of  muscular  action  are  known 
only  liy  actual  movements  or  muscular  contraction. 
But  the  reflex  function  exists  as  a  continuous  muscular 
action,  as  a  power  presiding  over  organs  not  actually 
in  a  state  of  motion,  preserving  in  some,  as  glottis,  aii 
open  and  in  others,  as  sphincters,  a  closed  form,  and  in 
the  limbs  a  due  degree  of  equilibrium  or  balanced 
muscular  action. 

Not  only  did  Marshall  Hall  discover  and  define  "  reflex 
action"  but  recognized  the  reflex  function  as  the  source 
of  eijuilibiium  in  tho  muscular  system.  His  original  paper, 
read  before  tlie  Boyal  Society,''  in  which  his  experiments 
are  detailed,  should  form  part  of  tlie  armamentarium  of 
all  orthc^jaedic  students.  Then  will  they  recognize  in  true 
perspective  the  work  of  the  minor  satellites  who  have 
audaciousl3'  associated  their  names  with  side  issues  of  this 
great  discovery. 

Tlie  basic  principle  of  the  study  of  anatomy  during  the 
time  of  the  Hunters  and  the  Bells  was  function.  Largely 
through  the  influence  of  Cuvier  in  France  and  Owen  in 
this  country— although  the  latter  was  curator  of  the 
Hunteriau  Museum— the  study  of  tho  functional  system 
was  superseded  by  that  of  the  structural,  and  it  is  idle  to 
deny  that  the  descriptive  method,  with  its  pernicious 
examination  backing,  accounts  for  the  negligence  with 
■  which  not  merely  comparative  but  human  anatomy  is 
studied.  As  Charles  Boll  himself  wrote:  "Tho  one  chief 
purpose  in  studying  the  anatomy  of  the  humau  body  is 
to  understand  its  functions  and  to  compare  them  with 
those  of  other  creatures  till  we  arrive  at  last  at  some 
distinct  conception  of  the  whole;  of  the  various  structures 
of  animals  and  vegetables;  and  of  tho  various  functions 
which  in  each  of  these  classes  support  life  and  action,  and 
through  it  the  principle  of  life." 

With  the  publication  of  the  Oriijin  of  Species  and  tho 
placing  of  the  Law  of  Evolution  on  an  unassailable  basis 
a  new  weapon  for  the  study  of  function  was  placed  in  the 
hands  of  the  medical  profession.  Function  could  now  be 
studied  from  the  point  of  view  of  correlation,  and  structure 
from  the  point  of  view  of  necessity.  Yet  even  this  njighty 
impetus  has  so  far  failed  to  slacken  the  hold  of  the  de- 
scriptive system  on  the  medical  curriculum,  although  in  the 
last  few  years  there  are  all  the  evidences  of  change.' 

Unfortunately  the  descriptive  system  received  in  the 
antiseptic  system  a  powerful  ally.  Cleanliness,  a  know- 
ledge of  technique,  and  of  position  of  the  main  bodily 
structures,  have  for  the  last  half-century  constituted  the 
main  armamentarium  of  the  operating  surgeon. 

To  concentrate  our  attention  on  function  as  embodied  by 
conservatism  was  the  ideal  which  H.  O.  Thomas  formulated. 
For  that  ideal,  unpopular  then  as  now,  he  fouglit  through- 
out his  all  too  short  life.  It  was  a  tight  that  recpiired  a 
man  with  giant  energies  and  au  unswerving  belief  in  his 
own  principles.  With  what  contempt  must  the  young 
surgeon  have  looked  on  Thomas,  who,  discarding  the  ease 
with  which — thanks  to  anaesthesia  and  antisepsis— a  joint 
•  could  be  excised,  preferred  to  "cure"  the  joint  by 
scientific  rest.     His  death,  just  as  in  Hunter's  case,  excited 


little  interest  in  his  own  country.  Not  so,  however,  ire 
America  and  Australia,  where  the  scientific  value  of  his 
principles  was  well  known.  The  mists  of  prejudice  are 
now  becoming  cleared  from  men's  eyes  as  it  is  realized 
more  and  more  that  Thomas's  principles  embody  the 
application  of  the  functional  method  to  practice.  This, 
after  all,  is  the  only  scientific  method,  because  it  is. 
founded  on  the  basis  of  the  true  anatomy — namely,  the 
biological  or  comparative. 

Tliomas  made  in  all  ten  contributions  to  medical  scienc<!, 
and  of  these  the  most  important  are  The  Principles  of  tlie 
Treatment  of  Joint  Disease,  and  The  Principles  of  the 
Treatment  of  Fractures  and  Dislocations.  He  csin  be 
regarded  as  the  apostlo  of  the  conservative  or  rest  treat- 
ment of  joint.s,  bones,  and  muscles — not  surgical  rest,  so 
called,  but  anatomical  rest.  Ho  knew,  of  course,  that 
complete  rest  could  only  be  attained  ^ws^  mortem.  In 
his  methods  he  aimed  at  effective  immobilization^ 
abolition  of  concussion,  and  avoidance  of  pressure. 

To  his  medical  knowledge  he  added  a  sound  acijuaint- 
ance  with  the  principles  of  mechanics  and  mathematics. 
The  keynote  of  his  work  is  to  be  found  in  his  knowledge  of 
the  physiology  of  muscular  action.  Thomas  recognized 
that  in  inflammation  of  a  joint  the  altered  position  relative 
to  the  normal  which  the  parts  comprising  the  joint 
assumed  was  due  to  muscular  action  and  not  to  so  called 
increased  tension.  Increased  tension  he  knew  could  not 
cause  movement.  He  looked  on  muscles  as  sentries  need- 
ing control  but  not  structiu'es  to  be  forcibly  stretched  or 
subcutaneously  divided,  as  was  taught. 

Hip  and  other    joint   deformities   accompanied    by 
inflammation  arise    mainly   from    the    effort    of    the 
patient  by  the  exercise  of  his  will  to  pose  the  limb  in 
the  easiest  position  and  fix  the  articulation,  without 
which  ease  could  not  be  gained.     Knee-joints  are  not 
infrequently  presented  to  the  surgeon  suffering  from 
liquid  distension  only,  which  the  muscles   ai)pear  to 
know,   for   there   is   au   absence  of   any  deformity  as 
there  is  no  special  muscular  intervention.     The  articu- 
lation,   however,    is    fixed    m^re    effectively   by    art 
than  by  the  natural  method  of   muscular  actioii.     In 
fact,  a  through  fixation  of  a  diseased  joint  is  a  physical 
method  of  physiologically  suspending  or  disconnecting 
for  a   time   muscle  inttuence   from  a  joint,   and   this 
inhibition  of   muscular  interference  will  be  the  more 
complete  just  in  proportion  to  the  practical  efliciency 
of  mechauical  aid. 
Rest   of   the   joint   was   secured   by  controlling  all  tho 
muscles  which  produce  or  tend  to  produce  movement.     He 
rested   the  joint  in   the  position  naturally  assumed  in  the 
inflamed  condition  owing  to  muscular  action,  the  deformity 
being  reduced   gradually  as  the  joint  recovered.     He  gave 
relief  to  the  unhealthy  portion  by  action  on   the  healthy — 
that  is,  he  attached  his  controlling  appliance  to   the  sound 
portions  only  of  the  limb  to  which  the  diseased   articula- 
tion   belonged,    and    not   as   was   usually   advised   to  the 
diseased  part,  inasmuch  as  he  knew  that  in  this  way  tlie 
diseased  area  was  subjected  to  pressure.     Traction  in  the 
line  of  deformity  he  knew  would  be  endless  traction  and 
that  it   was  impossible  for  a  flexed  hip  joint  to  have  its 
anlie  from  the  plane  reduced  if  the  traction  were  constantly 
at  that  angle. 

No  matter   what  the  primary  cause  of  the  disease 
in  a  joint,  wlietlier  it  be  induced  by  trauma,   struma, 
syphilis,  gonorrhoea,  or  rheumatism,  rest  cannot  be 
dispensed  with,  for,  if  surgery  does  not  step  in.  Nature 
is  sure  to  intervene  by  the  muscular  method,  knowing 
that  arrest  of  motion  is  the  oue  thing  needful  before 
all  others.     In  man's  evolution  it  was  his  only  chance 
of  recovery  from  hip-joint  inflammation. 
It  was  his  practice  when  treating  a  diseased  articulation 
by  enforced  rest  never  to  test  for  motion  so  long  as   resolu- 
tion of  the  disease  was  not  seemingly  established,  and  then 
in  the  gentlest  manner  possible.     No  amount  of  rest,  he 
knew,  would  produce  ankylosis  in  a  joint  free  of  di.sease.    It 
ruiglit  produce  stift'ness,  which  is  only  a  trivial  and  temporary 
hindrance.      Between  a  stiff  and   an    ankylosed    joint    is 
no  analogy  beyond  the  absence  of  motion.     His  views  ou 
ankylosis  of  joints  were  years  ahead  of  his  time. 

In  the  condition  of  diseased  articulalion  we  find 
inflammation  and  the  accident  attendant  on  it — 
namely,  deformity.  To  the  treatment  there  can  only 
be  applicable  the  iirinci])lc  that  the  most  i)erfect  anil 
continuous  jiractical  iniMiobility  should  be  enforced 
so  long  as  unsouudiiess  is  known  to  exist.  To  this 
nrinciole  there  is  no  evfentiiin       Tlif»  TTior*i  <'r,,niilri*-*.ii, 
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an  unsound  joint  is  niaintainod  at  rest,  it  the  rest 
arrests  fi'ictiou  and  reniovos  pressure,  tlie  sooner  it 
will  become  sound  and  able  to  endure  pressure  and 
trictiou,  the  probability  of  ankylosis  remaining  is 
diminished,  but  if  ankylosis  resnlts^and  it  cannot 
always  be  avoided — it  should  bo  accepted  not  as 
evidence  of  defective  treatment,  but  ratlier  as  an 
indication  of  the  intensity  of  the  disease.  The  pur- 
pose of  treatment  should  not  bo  to  induce  ankylosis, 
as  is  so  often  done  under  the  supposition  tliat  such  a 
liuib  is  better  suited  to  the  wear  and  tear  of  use,  or 
that  relapse  and  recurrence  were  not  so  liable  to 
happen  if  ankylosis  of  an  articulation  occurred.  An 
unsound  ankylosis  is  quite  as  liable  to  retrogression 
with  motion  as  an  unsound  joint.  Deformity  is 
evidence  of  Nature's  attem|)ts  to  secure  rest  for  the 
articulation  by  fixation  of  the  joint.  It  is  Nature's 
wodc  o£  immediate  help.  Ankylosis  is  Nature's  re- 
serve assistance.  Ankylosis  prepares  to  fix  the  joint 
when  the  method  by  muscular  control  be.^ius  to  fail. 
The  surgeons  of  tlie  past  judged  deformity  to  be  an 
unavoidable  defect,  and  ankylosis  as  often  a  necessary 
evil.  But  deformities  are  avoidable,  and  ankylosis 
is  in  no  instance  to  be  desired,  though  it  may  be 
in  the  presence  of  certain  conditions  an  unavoid- 
able termination.  The  (act  that  there  has  hitherto 
been  no  sure  test  of  recovery  has  led  to  the 
belief  that  joints  which  have  been  excised  are  less 
prone  to  subseciuent  trouble  from  recurrence  of  un- 
soundness. It  has  always  been  a  favourite  argument 
that  without  excision  the  diseased  joint  is  the  subject 
of  frequent  and  unexpected  relapses,  whereas  the  real 
cause  of  relapse  has  been  the  (act  that  treatment  was 
in  past  time  suspended  ere  soundness  of  the  articula- 
tion had  been  secured. 
Thomas  was  careful  to  distinguish  clinically  between 
health}',  inflamed,  anliylosed  inflamed  or  unsound,  anky- 
losed  but  sound,  sound  or  recovered,  and  deformed  joints. 
In  an  unsound  ankylosis  progressive  and  evident 
motion  will  follow  use  i(  the  limb  in  which  the  anky- 
losis exists  be  employed  for  its  usual  purpose,  while  in 
an  ankyloscd  but  sound  articulation  ordinary  daily 
use  cannot  bring  on  any  variation  of  position,  an  in- 
dication that  such  condition  should  be  termed  true 
ankylosis.  An  inflamed  joint  is  an  articulation  the 
radius  of  action  of  which  is  gradtially  diminishing. 
The  diminished  radius  of  action  designated  joint 
deformity  tends  to  increase  so  long  as  the  joint  is  un- 
sound and  untreated,  and  is  caused  solely  by  the 
efforts  of  Nature  to  jjractise  immobility  as  a  means 
towards  aiding  restoration.  A  sound  or  recovered 
joint  is  one  from  which  traces  o(  previous  inflamma- 
tion have  passed  away.  In  evidence  of  this  sound 
condition  and  complete  recovery  it  is  noticed  that  by 
ordinary  daily  use  the  radius  o(  action  to  and  (rom  the 
l)osition  maintained  during  treatment  is  seen  to  be 
gradually  increasing  no  matter  in  what  position  the 
lindi  may  have  been  lixed  during  treatment — an  in- 
fallible sign  of  soundness  and  a  justification  (or  no 
(urlher  restraint  or  surgical  interference. 

He  protested  against  the  terms  true  or  bony  and  false  or 
fibrous  ankylosis. 

The  expression  false  and  true  ankylosis  should  refer 
to  the  permanency  of  tlie  rigidity,  not  to  its  structirrc  ; 
that  is,  no  ankylosis  which  will  vary  either  by  test  or 
use  should  be  termed  true  ankylosis  and  no  ankylosis 
which  remains  immovable  by  either  test  or  use  should 
lie  termed  false  ankylosis.     As  long  as  false  or  unsound 
ankylosis  lasts  there  is  always  a  prospective  chance  of 
recovery  with  complete  or  some  motion  by  use  alone. 
He  was  careful  to  insist  on  a  utilitarian  positiou  should 
ankylosis  be  inevitable.     At  the  elbow  flexion  not  exten- 
sion ;   at  the  hip  and  knee  extension;  at  tlie  ankle   witli 
the  foot  at  a  right  angle  ;  at  the  wrist  dorsiflexion,  ordinary 
flexion  giving  a  weak  finger  grip  in  grasping.    In  vehement 
terms   he   denounced    the   breaking   down    of    contracted 
joints,  a  practice  unfortunately  still  followed  by  some. 

Joints  that  have  perfectly  recovered  either  from 
injury  or  disease  regain  motion  earliest  by  their 
being  employed  in  their  ordinary  manner,  .loiiits 
that  are  not  in  a  healthy  condition  automatically 
resent  attempts  at  compulsory  eiii|)loyment.  Passive 
inoUon  ajiplied  to  joints  injured  or  diseased  delays 
recovery,  and  if  applied  to  joints  cured  it  delays  the 
event  of  complete  restoration  of  function.  The  good 
repute  which  the  public  has  given  to  bouesettcrs, 
osteo|)aths,  passive  motionists,  shampooers,  manipu- 
lators, and  Bethshauites  ri!sts  upon  the  (act  that  these 
unscientific  practitioners  get  the  charge  of  joints  and 


fractures  when  their  cure  has  been  consummated  and 
merely  preside  during  the  resumption  of  (unction. 
They  only  watch  the  rising  sun  and  profess  to  assist 
its  cure  practising  certain  flexions,  extensions,  twists, 
jerks,  and  pushes,  with  ])assive  motions  and  other 
details  evidently  intended  to  give  proper  dignity  and 
imporiance  to  their  iiroceedings.  The  treatment, 
however,  which  the  sufferer  is  most  in  need  of  he 
seldom  meets  with — namely,  no  motion.  As  soon  as 
the  part  under  treatment  has  become  healthy  it  will 
resume  its  function  more  fully  and  readily  rather  by 
the  attempts  o(  the  late  patient  to  use  the  part  than 
by  supplemental  violence,  such  as  passive  motion  or 
violent  manipulations.  If  the  part  be  sound  its  range 
of  function  increases  with  use.  If  ankylosis  can 
possibly  wear  off  it  does  so  best  by  the  patient's 
attempts  at  ordinary  use  of  the  part. 

Treated  on  the  above  principles,  he  confidently  asserted 
that  every  case  of  hip-joint  could  be  cured  without  leaving 
a  fractional  deformity  of  fle.xion,  and  consequently  with- 
out any  shortening  except  that  arising  either  from  the 
arrest  of  growth  where  indammation  lias  interfered  with 
the  growing  points  in  the  upper  part  of  the  femur  or 
from  erosion.  He  asserted  the  same  as  regards  the  treat- 
ment of  knee-joint  disease.  He  was  a  bitter  opponent  of 
the  indiscriminate  excision  of  joints. 

Joints  injured  or  diseased  when  they  show  no  signs 
that  may  lead  us  to  think  they  can  recover,  should  be 
amputated.  My  contention  has  been  that  the  joint 
that  can  recover  after  excision  can  recover  without  it, 
and  joints  that  do  not  rfecover  after  excision  ought  to 
have  been  removed  by  amputation. 

lie  never  once  excised  an  elbow  joint,  and  states: 

I  have  never  met  with  a  case  of  excision  of  the  elbow 
which  equalled  in  usefulness  a  diseased   elbow-joint 
truly  cured.     Even   if  ankylosis  remain,  the  part,  if 
sound,  is  less  liable  to  relapse  or  give  (uture  annoy- 
ance to  the  patient  than  a(ter  an  excision,  however 
successful. 
That  has  been  the  experience  of  Peter  Bonnie,  the  dis- 
tinguished Australian  surgeon,  during  thirty  years'  appli- 
cation of  Thomas's  principles.     '"  I  have  never,"  he  writes, 
"  seen  a  case  in   which  amputation 
for  hip  disease  was  necessary,  and 
if  tlie  joint   is  properly   fixed  by  a 
Thomas     hip    splint   excision    will 
never  be  required." 

To  put  these  principles  into 
practice  Thomas  introduced  to 
the  profession  many  ingenious 
appliances,  of 
which  the  best 
known  are  the 
hip  or  dorsal 
fixation  splint 
and  the  knee 
splint.  tlie 
varieties  of 
which  are  the 
"  bed  "  for  rest- 
ing  and  the 
"caliper"  for 
walking,  which 
latter,  by  trans- 
m  i  t  t  i  n  g  the 
weight  from  the 
hip  to  the  heel, 
enables  the 
patient  to  walk 
with  the  knee  at 
rest.  The  knoe 
splint  has  been 
the  most  univer- 
sally used  sjilint 
in  the  war.  The 
hip  splint,  though 
quite  simple  in 
construction,  is 
probably  the 
least  understood 
of  all  his  splints; 
this,  however,  is  the  result  of  prejudice  and  of  ignoi-ance 
of  principles  both  of  mechanics  and  of  rest.  It  is  tlie 
only  splint  in  the  world  whose  application  has  been 
raised  to  a  science.     I  allude  to  P.  B.  Beanie's  formulae 


l-'ir;.  1.— The  dduble  Thomas  hip  sitlint, 
a])iilied.    (After  TliomaR.) 

Fk;.  2.— The  calijier  knee  walkiTifi  spUnt. 
(Aflor  Thomas.)  E,  Uiin;  at  upper  llii^ili. 
n.  liaiul  Ijehiiul  kneo.  A.  Hnml  bi-liiuil 
lower  tliird  of  le{^.  l\  Inserted  into  soekeL 
in  l;oot  beel. 
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for  the  accurate  fitting  of  the   splint   and   the   correction 
of  deformities.     One  formula  is  : 


Sin  e 


cos  a, 
(1  -  COS- 


iill  $ 

a,  COS'^  J3)  ' 


Where  e  =-  angle  throufih  which  the  plane  of  the  splint 
is  rotated  in  the  direction  of  the  lateral  displacement,  o  is 
the  angle  of  flexion 
required  calculated 
from  0°  as  normal, 
and  p  the  angle  of 
adduction  or  abduc- 
tion, the  rotation 
being  made  just 
above  the  joint  and 
the  flexion  opposite 
the  joint." 

For  elbow  flexion 
Thomas  used  a 
halter  and  collar ; 
for  the  wrist  a 
simple  tin  splint  to 
hold  the  joint  in 
the  position  of  dorsi- 
flexion ;  for  the 
dorso-lumbar  spine  ' 
a  cuirass ;  for  cer- 
vical  disease  a 
leather  collar;  and 
for  ankle  disease  the  simple  "crab"  splint. 

Thomas's  work  on  fractures  is  pregnant  with  original 
ideas.     A  brief  mention  may  be  made  to  some  important 


Fig.  3.— Effective  rest  of  i\ 


Fia.  4.— The  combined  hip  and  ankle  splint  illustiatins  a  simple 
means  of  resting  liip,  knee,  and  ankle  joints. 

principles.     Efficient  fixation,  he  asserted,  best  assists  the 
restoration  and  repair  of  the  part  fractured. 

Perfect  rest  of  a  fracture,  if  it  could  be  maintained 
without  supplemental  art  and  interference  would  best 
permit  the  repair  of  fractures  up  to  a  normal  condition. 
If  a  fracture  is  in  proximity  to  a  joint  the  limb  ought 
to  be   so  fixed  that  the  utmost  pro-  y 

spective  usefulness  may  be  afterwards  / 

gained    should    the   joint    have  also  /t 

suffered  an  injury  indirectly. 

In  fractured  ole- 
cranon he  merely 
advised  the  extended 
position,  but  if  the 
fracture  were  com- 
pound, flexion,  he 
said,  should  be  main- 
tained during  treat- 
ment lest  the  injury 
may  run  a  course 
ending  in  the  loss  of 
motion  of  the  joint. 

He  was  careful  to 
distinguish  between 
non-union  after  frac- 
ture of  bone  and 
delayed  repair. 

Non-union  should 
apply  only  to  those 
fractures  which 
have  resulted  in 
a  cartilaginous,  or 
otherwise,  con- 
nexion having 
formed  between 
the  points  of  frac- 
ture—the bony  points  not  being  in  actual  contact. 
Examples  of  delayed  repair  are  common,  while  those 
of  non-union  are  rarely  met  with.  The  gravity  of  delayed 
repair  depends  on  the  locality.  If  found  in  the  shaft 
of  a  bone  it  is  not  so  easily  remedied  as  when  it  occurs 
at  an  extremity. 


He  states  that  in  tlie  early  years  of  his  practice  he 
invariably  interfered  with  instances  of  delayed  I'epair  by 
saw,  wire,  rasping,  and  pegging,  but  during  the  later  years 
he  succeeded  better  without  direct  interference,  although 
most  of  his  cases  were  less  hopeful  of  success  than  his 
earlier  cases. 

In  these  days    of    antisepsis    it  is    not   uncouimou   for 

even  a  recent  frac- 
ture, especially  if 
compound,  to  bo 
at  once  drilled  and 
wired  or  pegged, 
w  hen  ordinary 
mechanical  api)li- 
ances  intelligently 
used  w  o u 1 d  bo 
better.  Tliis  prac- 
tice I  hold  to  be  a, 
retrogression  in  the. 
surgery  of  fractured 
bones  ;  indeed,  if  wc 
are  more  thoughtful 
of  the  fact  that  it 
is  living  matter  that 
we  have  to  manage, 
then  it  would  seem 
that  even  in  delayed 
union  of  fractures 
actual  interference, 
such  as  drilling  and 
excising,  will  seldon> 
be  required— nay,  it  will  be  found  that  such  opera- 
tions are  in  some  instances  a  hindrance  rather 
than  an  aid  to  repair,  and  operations  of  this  character 
would  then  be  reserved  for  old  chronic  cartilaginous- 
connexions  onl)-. 

He  preferred  to  give  cases  of  delayed  union  conservative 
treatment  before  oi)erating  — stimulating  the  part  by  com- 
pression and  percussion  combined  with  efficient  fixation  of 
the  fractured  area.  At  first  he  did  not  regard  efficient 
fixation  as  essential,  but  later  insisted  on  it  as  he  found 
the  time  for  repair  shortened.  By  this  mode  of  treatment 
he  was  invariably  successful.     Percussion  was  applied  witl» 


t^lit   liii)-joint  by  Thomas's  dorsal  fixation   splint. 
(After  IJennie.) 


Fig.  5. — The  simi)le  "Crab" 
for  resting  the  ankle  and  foot. 

Fig.   5a. — The  same  applied. 
Thomas.) 


(.\fter 


Fig.  6.— Gunshot  wonnd  of  upper  end  of  left  luunerus  rested  on 
upper  limb  abduction  splint. 

a  rubber- protected  mallet  all  round  the  site  of  fracture — 
the  skin  being  protected  by  felt— about  every  third  day 
for  four  weeks.  Prolonged  tumefaction  for  a  distance 
around,  above  and  below  the  fracture,  was  enforced  by 
means  of  rubber  bands.     In  a  case  of  ununited  fracture  of 
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the  humerus  of  niuo  inoutlis'  standiiiK,  which  he  treated 
successfully,  he  practised  porcussiou  weekly  for  four  weeks 


'  daniiuinf' "  the  circu- 


Mid  practised  daily  for  half  an  hour 
latiou  around  the 
fracture.  It  is  in- 
teresting to  note 
that  he  regarded 
percussion  as  a 
means  of  hringing 
about  an  increase 
of  bony  structure 
even  in  cases  of 
non-fracture.  It  is 
important  to  re- 
mem  ber  that 
Thomas  was  the 
originator  of  the 
congestive  or  hypcr- 
aemic  treatment, 
although  it  received 
little  notice  in  this 
•country  till  asso- 
ciated with  the 
name  of  a  foreign 
surgeon. 


Muscle. 
Thomas's  impor- 
tant contribution  to 
the  surgery  of  nerve 
and  muscle  is  that 
associated  with  the 
treatment  of 
d  r  o  p  p  e  d  w  r  i  s  t. 
More  important 
ihan  that,  however, 
IS  his  explanation 
of  so  called  con- 
tracted muscle  and 
contracted  tendon : 

'J'he  term  con- 
tracted muscle 
is  a  misnomer — 
a  shortening  of 
t  r  u  e  muscular 
tissue  from  long- 
continuous  ac- 
tion does  not 
occur.  Neitlier 
true  muscular 
nor  true  tendon 
structure,  as  long 
as  it  is  not  dis"- 
■ea.sed,  can  be 
shortened  or 
lengtliened.  Dur- 
ing the  action  of 
true  muscular 
structures  the 
fibrous  ramiiica- 
tions  radiating 
from  the  ten- 
dinous origins 
-and  insertions  of  muscle*  and  connecting  the  true 
muscular  structui-e  become  wrinkled,  and  if  llie  true 
niiiscular  tissue  remain  long  and  continuously  active 
■the  folds  of  fibrous  tissue  become  obliterated;  and 
when  the  true  muscle  is  tired  out  the  contraction  of 
this  tissue  acts 
to  mechanically 
li-'^  in  a  sjjccial 
(losition  the  part 
subjected  to  the 
control  of  that 
muscle. 

This,  together 
•svitli  alterations  in 
the  form  of  and 
around  the  arti- 
cular capsule  and 
jiDssible  connexions 
between    the    bones 

forming  the  joint  he  regarded  as  the  factors  niaintain- 
ing  the  permanency  of  joint  deformity.  As  a  clinician 
he   noliceil    that  nuiscles    possessed     of    much    divergent 


FUi    7  — Tlie  liobert    .Toue^  abduction   frame.      Used  especially   for  old  ankylosis  of 
hip  and  to  overcome  shovtenins  in  nialunion  of  femur.    Fig.  7a. — Tlie  same  applied. 


fibrous  tissue,  as  soleus  and  gastrocnemius,  are  the  most 
prone  to  permanent  and  obstinate  contraction,  while 
much  permanent  rigidity  of  nuiscle  is    seldom  met  with 

in  such  a  muscle 
as  the  sartorius, 
which  possesses 
little  fibrous  tissue, 
except  at  origin 
and  insertion.  As 
further  evidence, 
he  regarded  the 
fact  that  the  true 
muscle  of  a  tendon 
that  has  been 
severed  will  resume 
duty  in  a  few  days. 
.\u  unhealthy  con- 
dition of  a  joint 
and  the  necessity 
to  place  the  com- 
ponents in  the 
position  of  ease, 
constituting  defor- 
mity, become  the 
stimulus  to  contrac- 
tion of  one  set  of 
muscles  and  to  re- 
laxation and  elonga- 
tion of  the  oppo- 
nents. In  a  joint 
deformity  we  are 
always  dealing  with 
these  two  factors. 
This  muscle  state  is 
maintained  as  long 
as  the  necessity 
persists,  but  the 
muscles  themselves 
are  not  diseased. 
If  the  abnormal 
position  be  pro- 
longed owing,  for 
example,  to  the 
severity  of  disease, 
reduction  may  be 
interfered  with  by 
secondary  changes 
— namely,  contrac- 
tion of  the  inter- 
muscular fibrous 
tissue,  alterations  in 
the  capsule  or  per- 
haps bony  or  fibrous 
connexions  between 
the  joint  surfaces. 

Recognizing  these 
factors  and  also 
that  the  deformity 
has  been  gradual 
in  development  — 
the  contracting  and 
shortening  of  one 
muscular  group  occurring  j^ari  j>i(ssii  with  relaxation  and 
lengthening  of  the  opponents — such  a  procedure  as 
forcibly  breaking  down  a  contracted  joint  must  be 
condemned  as  absolutely  unscientific  and  only  worthy 
of  charlatans. 

}]'>ist-drop. 
In    the    condition 
known    as     "  wrist- 
drop,"  Thomas,   in- 
stead   of    assuming 
that   this   was    per- 
manent    and     irre- 
mediable,   argued 
that     the      primary 
cause     may     have 
been  temporary,  and 
that    elongated 
extensors     were 
mechanically    p  r  e  ■ 
vented   from  contracting.     T'hey   were   not    of    necessity 
permanently  paralysed   and    stretched.      For  purposes   of 
prognosis  he  used  a  simple  and  etTeutivc  test.       "  If  the 


for  musculo-spiral  parabsis. 
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patient  bo  asked  to  try  and  porfoim  by  the  exercise  of  tlie 
will  only  greater  flexion  than  already  exists,  the  fingers 
flex  readily,  and  also  by  the  act  of  the  will  extend  forward 
again  to  the  position  of  previous  repose."  Furthermore, 
"  while  the  wrist  is  firmly  flexed  by  supplemental  assist- 
ance the  patient  can  by  the  exercise  of  his  will  within  a 
small  radius  rapidly  flex  and  extend  his  fingers."  Success 
in  these  tests  enable  a  favourable  prognosis  to  be  given, 
and  Thomas  was  successful  in  a  case  of  eighteen  years' 
standing.  A  recent  case  usually  recovers  in  one  to  four 
weeks  and  an  old  one  in  si.x  to  twenty  weeks.  In  treat- 
ment by  means  of  a  simple  "  cock  up  "  spliut  the  hands 
and  fingers  are  maintained  in  relation  to  the  forearm  in 
the  position  of  extreme  extension  "  so  as  to  allow  the 
muscular  tissue  of  the  extensors  of  the  wrist  and  fingers 
to  retract  from  the  overstrain  or  overdraw."  On  removal 
of  the  splint  by  the  surgeon  to  test  the  result,  "  should  the 
patient  by  the  exercise  of  his  will  be  able  to  maintain 
extension,  the  surgeon  may  allow  the  limb  to  be  used,  dis- 
continuing the  angular  extension  apparatus."  Thomas 
did  not  of  course  regard  this  treatment  as  universally 
success'ul  in  all  cases  of  dropped  wrist  or  ankle,  and  in 
connexion  with  poliomyelitis  he  wrote  : 

It  is  my  experience  that  those  cases  which  we  meet 
with  after  infantile  paralysis  of  the  upper  extremity 
are  the  most  untractable  because  that  the  central 
nerve  lesion  in  these  cases  is  never  perfectly  recovered 
from  ;  and,  again,  in  many  of  these  cases  we  have  to 
contend  with  a  dropped  condition  of  shoulder,  elbow, 
wrist,  and  fingers  in  subjects  who  do  all  they  possibly 
can  to  thwart  our  endeavours  to  assist  them. 


to    Kobert    Jones,    these    important   views    of 
on  muscle,   greatly   amplified,    have   been  intro- 


Thanks 
Thomas 

duced  to  the  notice  of  the  profession,  and  it  would  be  idle 
to  deny  that  round  them  is  being  built  up  the  modern 
surgery  01  nerve  and  muscle  injury. 

Nerve  Lesions. 

Thomas  directed  our  attention  to  the  treatment  of 
muscle  in  cases  of  nerve  injury.  Weakened  or  paralysed 
muscles  must  bo  rested  just  as  a  diseased  joint  or  bone 
must  be  rested.  The  healthy  opponents  should  not  be 
allowed  to  contract,  producing  a  stretching  of  the  weak- 
ened group.  Such  conditions  as  contracted  fingers  or 
joints  should  never  be  allowed  to  occur,  and  should  they 
be  present  they  should  be  remedied  before  any  operation 
is  undertaken.  In  recent  cases  of  divided  nerve,  where 
the  diagnosis  is  certain,  a  reparative  operation  is  essential. 
In  old  cases  it  is  surprising  what  improvement  can  be 
effected  by  means  of  rest,  together  with  scientific  re- 
education aided  by  the  patient's  volition.  Speaking 
generally,  no  operation  should  be  undertaken  till  these 
methods  have  been  exhausted. 

In  cases  of  injuries  of  nerves  the  ends  are  freshened 
and  sutured.  If  a  gap  exist  between  the  divided  ends  it 
may  be  necessary  to  flex  a  joint — for  instance,  as  the 
elbow — or  alter  the  position  of  the  nerve.  Should  these 
fail,  the  gap  may  be  bridged  by  a  long  segment  of  a 
sensory  nerve  or  by  strands  of  catgut,  but  it  must  be 
remembered  that  such  operative  treatment  is  only  the 
beginning.  The  mere  transmission  of  an  impulse  along  a 
sutured  nerve  is  not  suflicient  to  cause  recovery  of 
muscular  action,  and  that  is  the  important  thing.  The 
muscle  must  be  rested  and  re  educated  from  zero.  Its 
recovery  must  be  along  biological  lines — that  is,  along  the 
lines  of  the  acquisition  of  its  mammalian  function. 

Stimulated  by  the  work  of  the  Liverpool  School  of 
Orthopaedics,  much  research  work  has  been  carried  out 
on  the  evolution  of  muscular  function  throughout  the 
mammalia  so  as  to  form  a  scientific  basis  for  muscle  re- 
education. Furthermore,  in  cases  of  iimscle  transplanta- 
tion to  strengthen  the  weak,  or  muscle  lengthening  or 
division  to  weaken  the  strong,  it  is  important  to  remember 
that  certain  muscles  in  the  economy  are  "survival  results," 
and  that  by  the  comparative  method  we  are  enabled  to 
estimate  the  relative  value  for  grafting — for  example,  of 
the  two  peronei  or  the  two  tibials,  or  the  brachioradialis. 

In  connexion  with  military  orthopaedics  it  should  be 
remembered  that  Thomas  first  introduced  three  simple 
methods  of  treatment  which  are  now  universally 
recognized. 

He  taught  us  that  spinal  curvature  was  frequently 
associated   with    inequality  of   length   of   limb,  and  that 


an  essential  in  treatment  was  to  raise  the  boot  on  the 
shortened  side. 

Inflammation  of  the  metatarsophalangeal  joint  of  the 
toes,  especially  the  great  toe,  to  which  soldiers  are  liable, 
can  be  relieved  by  a  piece  of  hoop  iron  or  leather  "  so 
placed  under  the  shoe  sole  that  its  front  margin  is  just 
under  the  joint,  so  that  in  marching  the  toes  miss  con- 
cussion with  the  ground  as  the  patient  advances  the 
opposite  foot." 

The  Thomas  boot  for  flat-foot,  with  the  oblique  heel  and 
the  raised  sole  and  heel  on  the  inside,  is  well  known.  By 
its  means  strain  is  thrown  off  the  inside  of  the  foot,  the 
tibial  muscles  are  given  a  chance  to  strengthen,  and  the 
tendency  to  displacement  of  the  internal  cartilage  of  the 
knee  to  which  these  subjects  are  liable  is  obviated. 

I  have  dealt  at  some  length  on  the  principles  of  Thomas 
because,  although  principles  of  i-est  were  enunciated  by 
Brodie  and  Hilton,  he  was  the  first  not  only  to  enunciate 
doctrines  of  conservatism  but  also  to  offer  simple 
mechanical  means  by  which  these  could  be  put  into 
practice,  although  at  his  death  his  work  was  largely  over- 
shadowed by  the  operative  system  owing  to  the  introduc- 
tion of  antiseptics.  Thomas  fortunately  was  succeeded  in 
his  practice  by  Robert  Jones,  who  had  the  rare  privilege  of 
having  worked  with  the  master  himself  during  the  later 
years  of  his  life.  Thanks  to  him  Thomas's  work  has 
been  widened  in  its  application,  numerous  improvements 
have  been  introduced,  and  scientific  workers  have  been 
attracted  to  Liverpool  from  all  parts  of  the  world  to  learn 
those  conservative  principles  which,  like  Thomas,  he  has 
always  taught  as  forming  the  foundation  of  surgical 
practice.  Thus  in  appointing  Colonel  Kobert  Jones,  C.B., 
as  Inspector-General  of  Military  Orthopaedics,  the  War 
Oiiice  placed  the  treatment  of  the  deformed  soldier  under 
the  control  of  one  who,  himself  trained  in  the  modem 
aseptic  school,  is  recognized  as  the  greatest  living  ex- 
ponent of  the  conservative  method.  In  him  the  comple- 
mental  schools  of  British  sui-gery  have  been  effectively 
combined.  The  British  soldier  who  has  suffered  division 
of  a  nerve  is  assured  not  merely  of  a  successful  aseptic 
operation  of  suture,  but  of  prolonged  conservative  treat- 
ment directed  to  the  scientific  stimulation  and  re-education 
of  the  affected  muscles.  Should  these  methods  be  un- 
successful, recourse  may  be  had  to  the  operation  of 
muscle  grafting,  by  means  of  which  a  flexor  is  asked  to 
act  as  an  extender  and  an  extender  as  a  bender  as  the 
result  of  alteration  of  muscle  insertion. 

A  fractured  bone,  even  if  union  be  delayed,  may  be  treated 
by  various  methods  of  conservatism,  but  should  these  fail 
resort  may  be  had  to  the  operative  methods  of  pegging, 
bone  grafting,  and  plating,  for  the  advance  in  which  depart- 
ment of  surgery  the  profession  is  under  a  debt  of  gratitude 
to  the  genius  of  Sir  Arbuthnot  Lane.  Should  the  femur 
be  shortened  it  may  be  re- fractured  and  lengthened  by  the 
assistance  of  the  abduction  frame  of  Kobert  Jones.  Joints, 
should  they  be  deformed,  are  not  forcibly  torn  down  or 
excised,  but  gradually  reduced,  so  that  recovery  in  one  set 
of  muscles  is  always  correlated  to  that  of  the  opponents. 
By  anatomical  rest  of  joints  and  bones  amputations  of 
limbs  are  obviated ;  the  soldier  with  a  displaced  fibro- 
cartilage  of  the  knee,  the  replacement  of  which  is  always 
easy  aud  usually  spontaneous,  is  rested  so  as  to  allow 
rupture  of  the  collateral  tibial  ligament  on  which  it  largely 
depends  to  repair,  and  when  the  patient  resumes  walking  his 
boot  is  built  up  on  the  inside  to  prevent  recurrence  by 
relieving  strain  ou  the  inside  of  the  knee.  Only  in  cases 
of  recurring  displacements  due  to  an  unrepaired  collateral 
ligament  is  resort  had  to  removal,  which,  as  described  by 
Kobert  Jones,  is  almost  a  minor  operation.  By  means  of 
the  Thomas  boot  and  simple  manipulative  measures  the 
soldier  with  even  a. severe  flat-foot  can  be  treated  success- 
fully without  operative  interference  which  is  reserved  for 
extreme  cases. 

What  a  difference  in  the  lot  of  the  British  soldier,  treated 
in  1815,  after  Waterloo,  by  Sir  Charles  Bell,  admittedly  the 
greatest  anatomist  and  surgeon  of  his  time,  compared  with 
the  treatment  of  100  years  later  I  It  is  hard  for  us  to  realize 
that  Bell  in  his  paper  was  dealing  with  scenes  of  only  a 
century  ago.  In  this  short  period  of  time,  thanks  largely 
to  the  genius  of  our  countrymen — although  we  render 
homage  to  the  names  of  Lavoisier,  Lamarck,  Cuvier,  and 
Pasteur — the  antiseptic  system,  anaesthesia,  the  concep- 
tion of  vaccine  treatment,  the  placing  of  the  physiology  of 
nerve  and  muscle  on  a  sound  basis,  the  publication  of  the 
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Origin  0/  Species,  antl  the  cstablisliment  of  conservative 
surgical  principles,  have  all  boon  iuti-oducoii.  Without  these 
QO  modern  orthopaedic  work  would  be  possible.  To  these  we 
must  add  x  rays ;  and  although  we  pay  respect  to  Roentgen 
for  his  groat  discovery,  wo  must  always  remember  that 
the  Crookes's  tube  was  discovered  in  this  country.  Wo  can 
recall  with  no  littlo  pride  that  those  great  discoveries  liavo 
been  freely  given  to  the  world  for  the  benefit  of  humanity. 


TART  II. -STATEMENT  AS  TO  MILITARY  ORTHO- 
PAEDIC HOSPITALS  IN  GREAT  BRITAIN 
AND    THEIR   EQUIPMENT. 

Orthopaedic  cases  comprise  in  one  form  or  another  a 
large  proportion  of  the  men  invalided  fiom  abroad  witli 
severe  surgical  injuries. 

Military  orthopaedic  cases  are  held  by  the  Army  Council 
to  include  the  following: 

(«)  Derangements  and  disabilities  of  joints,  simple  and 
grave,  including  ankylosis. 

Oi)  Deformities  and  disabilities  of  feet,  such  as  hallu.x 
rigidus,  liallu.\  valgus,  liammer  toes,  metatarsalgia,  ijainful 
heels,  tlatand  claw  feet. 

(f)  Malunited  and  ununited  fractures. 

(d)  Injuries  to  ligaments,  muscles,  and  tendons. 

(f)  Cases  requiring  tendon  transplantation  or  other 
treatment  for  irreparable  destruction  of   nerves. 

(/.^  Nerve  injuries  complicated  by  fractures  or  stiffness  of 
jpmt. 

(</)  Certain  complicated  gunshot  injuries  to  joints. 

(/()  Cases  requiring  surgical  appliances. 

Those  cases  naturally  fall  into  two  groups— those  whose 
disablement  is  only  temporary  and  who  after  treatment 
will  be  tit  for  military  service  again,  and  those  who  are  so 
disabled  that  they  must  inevitably  bo  discharged  from  the 
army. 

The  wounded  soldier  receives  immediate  treatment  in 
a  general  military  hospital.  If  his  case  comes  into  the 
category  of  orthopaedics,  as  defined  above,  he  is  then 
transferred  to  one  of  the  orthopaedic  centres  for  special 
treatment. 

If  his  disablement  has  been  only  temporary,  he  may  bo 
sent  for  after-treatment  to  a  command  depot  until  ultimate 
recovery  and  return  to  military  duty. 

Command  Depdt. 

A  command  depot  is  officially  defined  as  a  convalescent 
camp  equipped  with  facilities  for  electrical  and  massage 
treatment  under  medical  direction,  but  mainly  organized 
and  controlled  under  purely  military  officers,  with  the 
object  of  hardening  men  by  suitable  e.xercises  and 
graduated  drill  for  return  to  active  service  at  the  front 
in  a  period  of  about  six  months. 

The  men  live  in  huts.  ISeds  are  wooden  forms  with 
straw  palliasses  and  military  blankets.  Ordinary  diets 
only  are  given.     The  huts  are  heated  by  stoves. 

The  cases  suitable  foe  admission  to  a  comuuind  depot 
are: 

1.  Men  recovering  from  gunshot  wounds  not  involv- 
ing joints  or  nerves. 

2.  United  nerves  giving  normal  action  to  muscles. 

3.  Pott's  fracture,  Colles's  fracture,  with  no  anky- 
losis of  joints. 

4.  Injurits  to  left  hand  not  to  such  a  degree  as  to 
prevent  the  use  of  a  riHo. 

5.  Simple   myalgia   without   obvious   organic    sym- 
ptoms. 

All  scars  should  be  firnjly  healed  and  not  situated  at 
points  of  regular  pressure  of  equipmeut,  for  example, 
shoulder,  scapula,  waist. 

Spinal  injuries  when  there  are  resultant  symptoms  as 
headaclio  or  paresis;  shell  shock  with  the  slightest  tremor 
or  mental  impairment;  paralysed  limbs,  drop  foot  or 
hand,  and  neuritis,  are  not  considered  suitable  cases  for 
admission. 

The  comiiumd  depots  are  visited  regularly  by  an  ortho- 
paedic surgeon,  to  help  the  staff  in  tlieir  clioice  of  cases 
lor  orthopaedic  treatment. 


List  nf  Command  Di'potx  in  the   United  Kinqdnm. 


Name  of  Coin- 
iiiand  Dt'pot. 

Accommodation 

for  Men  under 

Treatment  in 

Addition  to 

Permanent  StafT. 

Eow  Allotted. 

Slioreliaiii 

5,000 

ICastern  Command. 

Seaford       

5.000 

London  District  R.E. 

Sutton  Coldfield... 

2.000 

Southern  Command. 

Ballyvonare 

4.000 

Southern  Command. 

Tipjjcrary 

Raudalstown 

4.000 
3.500 

Irisli    Command    and    Easterly 

Command. 
Scottish  Command. 

Ripon  North 
Alnwick     

6.5C0 
3,400 

Northern  Command  R.A.  (Re- 
gular and  I.F.);  Machine  Guo 
Corps. 

Northern  Command. 

Knowsloy  Park  ... 

4,000 

Western  Command. 

Heaton  Park 

4.700 

Western  Command. 

Eastljourne 

2,000 

Cavalry    whose    Reserve    Regi- 

Blandford  ... 
Auipthill    ... 


600 
877 


inents  are  in  the  Eastern, 
bouthern,  and  .\Idershot  Coui- 
inands;  Yeomanry  -whose  3rcl 
Line  Units  are  in  the  Eastern 
Command.. Army  Cyclist  Corps; 
Sotitli  .-\frican  Continj^ent. 

63rd  (lioyal  Naval)  Divisions- 
(only). 

For  Infantry  (Regular  and  I.F.> 
wliose  dei)Ots  are  situated  io 
No.  9  District,  preference  to 
Bedfordshire  soldiers. 


Total  beds 


45.577 


The  soldier  who  is  permanently  disabled  and  utterly 
unfit  for  further  military  service  undergoes  similar  treat- 
ment in  the  general  and  orthopaedic  hospitals,  and  13 
finally  tlischarged  i<»id  pensioned. 

Curative  hulitsiries. 

In  each  orthopaedic  centre,  besides  surgical  operations', 
massage,  electrical  treatment,  hydrotherapy,  and  gymnastic 
exercises,  a  series  of  curative  workshops  have  been  estab- 
lished with  successful  and  valuable  results. 

Those  curative  industries  servo  a  twofold  purpose.  First; 
of  all — and  this  is  most  important  — they  are  directly 
curative  by  giving  exercise,  under  the  surgeon's  control 
and  supervision,  to  the  affected  part.  They  are  also 
indirectly  curative  tlirongh  their  profound  psjxhological 
influence  upon  the  patient.  Apathy  and  inertia  are 
replaced  by  bodily  and  mental  activit}'.  In  the  second 
place,  these  industries  enable  a  certain  number  of  the  meu 
to  acquire  a  craft  or  trade,  by  which  they  will  become 
more  valuable  to  the  community  by  the  increase  of  their 
wage-earning  capacity  after  discharge. 

A  minor  point  that  oxporieuco  has  shown  very  clearly  is 
the  monetary  value  to  the  institution  of  the  work  done, 
such  as  splint  making,  carpentering,  jiainting.  etc. 

The  curative  workshops  are  an  important  evolution  in 
the  war.  Jn  each  orthopaedic  centre  they  form  an  essential 
part  of  the  treatment,  with  local  differences  dependent  on 
the  chariicter  and  staple  trade  of  the  distiict.  Fur  example, 
in  .Aberdeen  a  uet-nuiking  industry  lias  proved  highly 
successful,  and  in   Jiristol  basket  making. 

The  poruumently  disabled  soldier  is  not  lost  sight  of 
after  discharge  from  the  hospital  and  the  army.  He  then 
comes  under  the  care  of  the  Statutoi'v  (I'ensions)  Com- 
mittee. Ho  may  be  quite  fitted  for  civilian  employment, 
in  which  case  ho  may  at  once  resume  his  old  trade  or  seek 
new  employment.  He  may  find  a  place  in  one  of  Lord 
Roberts's  memorial  workshops  ;  or  lie  may  elect  to  undergo 
further  training  for  a  new  craft  (u-  trade.  The  advantage 
of  the  establisliment  of  curative  industries  in  the  ortho- 
paedic centi'cs  becomes  obvious.  The  technical  schools  of 
the  coimtry  have  placed  their  resources  at  the  disjxisal  of 
the  Statutory  Conimitte(>,  and  it  is  undei  stood  that  arrange- 
ments are  being  made  for  the  intensive  education  of  suit- 
able pensioners  at  these  institutions. 

When  a  man  is  transferred  from  a  general  hospital  to  a 
command  depot  it  means  that  his  disability  is  temporary, 
that  he  belongs  to  (iroup  I,  and  that  he  is  considered 
likely  to  be  tit  for  active  service  within  six  months.     If,  on 
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the  other  Iiand,  he  is  transferred  from  a  central  liospital 
to  an  orthopaedic  hospital  he  may  belong  either  to  Group  1 
or  Group  2.  If  to  the  former,  his  disability  must  be  neces- 
sarily more  severe  tlian  that  of  the  man  sent  to  a  command 
depot,  and  the  treatment  required  to  fit  him  again  for 
active  service  may  of  i^ecessity  be  prolonged.  Jf,  however, 
he  belongs  to  the  latter.  Group  2 — if,  that  is,  the  medical 
authorities  of  the  central  hospital  decide  that  his  dis- 
ability is  such  as  to  prevent  him  from  ever  becoming 
fit  for  any  form  of  military  service  owing  to  the  fact 
that  he  suffers  from  such  a  lesion  as,  for  example, 
severance  of  the  right  sciatic  nerve  with  foot-drop, 
he  may  also  bo  sent  to  an  orthopaedic  hospital.  If 
there  were  always  available  beds  at  orthopaedic  hos- 
pitals these  patients  could  be  automatically  transferred 
there  from  the  central  hos- 
pitals without  delay,  but  the 
length  of  time  involved  in 
the  treatment  of  patients  at 
orthopaedic  hospitals  of 
necessity  greatly  lessens  the 
number  of  new  patients  that 
can  be  admitted  in  any  one 
year.  The  length  of  stay  of 
the  individual  is  prolonged, 
and  at  present  this  is  a  very 
real  difficulty  ;  because  of  this 
lack  of  accommodation  at 
orthopaedic  hospitals  men 
may  have  to  be  brought 
before  invaliding  boards  and 
discharged  from  the  service 
at  central  hospitals  who  still 
require  to  begin  skilled 
orthopaedic  treatment.  The 
fact,  liowever,  that  a  man 
has  been  discharged  from 
the  army  does  not  prevent 
him  from  attending  an  ortho- 
paedic centre  as  an  out- 
patient or  from  subsequently 
being  admitted  for  further 
treatment  to  an  orthopaedic 
hospital,  but  it  is  a  break  in 
the  logical  sequence  of  treat- 
ment. Among  this  class  of 
case  may  be  patients  with 
injuries  of  the  musculo  spiral, 
median,  and  ulnar  nerves, 
and  hemiplegias  after  head 
injuries. 

This  difficulty  is  being 
mot  by  the  establishment  of 
more  orthopaedic  centres  and 
special  annexes,  but  the 
numbers  of  beds  will  have  to  be  very  large,  for  these 
cases  are  a  numerous  and  growing  class.  At  present  tlie 
War  Office  allows  any  discharged  soldier  disabled  by  the 
war  to  obtain  further  treatment  at  a  military  hospital,  if 
he  requires  it,  and  these  men  can  always  seek  out-patient 
treatment  at  a  military  orthopaedic  centre  or  hospital ; 
but  here  again  we  are  faced  with  the  difficulty  that  they 
may  not  live  within  several  miles'  walking  distance  and 
cannot,  therefore,  obtain  treatment.  Recognizing  our  debt 
to  these  men  and  their  future  value  to  the  State,  it  is 
essential  that  skilled  orthopaedic  treatment,  based  on  a 
scientific  knowledge  of  the  principles  of  surgical  rest  and 
of  the  anatomical  and  biological  methods  by  which 
recovery  of  muscular  function  can  be  obtained,  together 
with  the  mechanical  training  necessarily  accompanying 
these,  should  be  made  available  for  them.  Disabled 
soldiers  fall  obviously  into  two  classes :  (1)  Those  who  are 
wholly  permanently  disabled  for  any  kind  of  work ; 
(2)  those  who  may  by  re-education  be  restored  to  social 
and  professional  efficiency  in  varying  degrees.  The 
recognition  of  wliat  patients  constitute  class  (1)  can' only 
beleftto  skilled  orthopaedic  surgeons  and  be  based  on  the 
principles  above  enunciated.  How  to  best  treat  those 
comprising  class  (2)  is  the  present  urgent  question,  but 
enough  has  been  said  to  .show  that  the  problem,  at  least 
from  its  medical  side,  is  being  energetically  and  adequately 
grappled  with. 

I    must    especially   thank    Major  C.  V.  Mackay,  M.D., 
R.A.M.C.,   of     the     King    George   Military    Hospital,   for 


FiQ.  9.— Patients  returning  from  Kvance  suffering  ti-oni  Kiuishot 
wounds  of  the  kuee  rested  in  Thomas's  "  bed  "  lineo  splint. 


drawing  up  the  plan  on  which  this  information  is  based. 

Orfliopaedic  Centres  in  the  British  Isles. 
There  are  now  fully  established  ten  orthopaedic  centres 
in  Great  IJritain  and  Ireland. 

In  England  there  are  already  four,  of  which  one  is 
at  Shepherd's  Bush.  The  other  orthopaedic  centres  in 
England  are  :  Alder  Hey,  Liverpool,  the  first  to  be 
formed,  under  Colonel  Robert  .Tones ;  Leeds,  and  Bristol. 
It  is  proposed  to  found  additional  centres  at  an  early 
date.     In  Wales  the  orthopaedic  centre  is  at  Cardiff. 

Two  centres  have  been  established  in  Ireland,  one  at 
Belfast,  one  at  Blackrock,  Dublin.  In  Scotland  there  are 
three:    Baiigour   near   Edinburgh,    Aberdeen,   and     Bella- 

houston,  Glasgow. 

The  same  general  scheme 
of  treatment  is  adopted  in 
each  centre  under  the  super- 
vision of  Colonel  Robert 
Jones. 

It  may  be  mentioned  that 
each  orthopaedic  centre 
deals,  in  addition  to  the  re- 
pair of  deformities,  with  the 
preparation  of  the  stumps 
of  limbless  soldiers  before 
admission  to  Roehampton 
and  other  hospitals  where 
artificial  limbs  are  provided. 

List  of  Orthopaedic  HospitaU 

and  Centres  in  tlie  United 

Kingdom. 

Military  Orthopaedic  Hos- 
pital, Shepherd's  Bush,  W. 
1,000  beds. 

National  Orthopaedic  Hos- 
pital, Great  Portland 
Street,  W.C.     170  beds. 

Military  Orttiopaedic  Hos- 
pital, Alder  Hey,  Liverpool. 
850  beds. 

Welsh  Metropolitan  War 
Hosjiital,  Whitchurch,  Car- 
diff.   500  beds. 

Beaufort  War  Hospital,  Fish- 
ponds, Bristol.     500  beds. 

2ud  Northern  General  Hos- 
pital, Beckett's  Park,  Leeds. 
250  beds. 

Bellahouston  Hospital,  Glas- 
gow.   400  beds. 

Bangour  Hospital,  Edin- 
burgh.   400  beds. 

Oldmill  Hospital,  Aberdeen. 
250  beds. 

Belfast  U.V.F.  Hospital.  300 
beds. 

Dublin.    200  beds. 

The  Military  Orthopaedic  Hospital,  Shepherd's  Bush, 
London,  may  be  described  as  typical  of  all  the  centres. 
It  is  fully  equipped,  and  has  a  visiting  and  resident 
medical  staff.  It  is  under  the  personal  supervision  of  the 
Inspector,  who  visits  weekly.  The  number  of  patients 
admitted  from  the  opening  of  the  hospital  on  March  Isl, 
1916,  to  February  28th,  1917,  was  2,870,  and  the  number 
discharged  2,101. 

The  following  list 
important  as  showing 
ment : 


of    the     discharged     patients     is 
the    beneficial   results    of    treat 


1. 

2. 

3. 

Duty. 

Command 

Ke-classifi- 

Ddpot. 

cation. 

1916. 

March     

2 

5 



April        

14 

14 

4 

May         

14 

16 

8 

June        

9 

27 

11 

July        

36 

17 

12 

August 

24 

29 

21 

September       

20 

41 

14 

October 

46 

55 

26 

November        

27 

62 

25 

December        

19 

57 

13 

1917. 

J.Miuary 

...  !            34 

27 

16 

I'cljruary          

17 

32 

26 

262 

382 

181 
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The  majority  of  tlie  patients  under  Class  3  (reclassiflca- 
tion)  were  able  to  undertake  mild  forms  of  military  duty, 
thus  relieving  fitter  men  for  active  service. 

In  reference  to  discharged  patients  it  is  important  to 
bear  in  mind  that  owing  to  more  rigid  army  regulations 
the  discharge  of  men  from  tlie  army  to  civil  life  as  "  unfit 
for  further  military  service  "  has  recently  been  consider- 
ably curtailed. 

Apart  from  the  question  of  available  beds,  there  is  uo 
difficulty  about  the  admission  of  a  discharged  soldier  into 
this  liospital  for  further  treatment.  On  March  1st,  1917, 
the  number  of  discharged  soldiers  in  the  hospital  was  50, 
and  there  were  10  out-patients. 


Electro-tlierape\i.tical  Departmeyit. 

This  department   is   under  the   supervision  of  Captain 
Rowley  Bristow,  R.A.M.C.,    F.U.C.S.     During  the   period 
July,  1916,  to  Marcli  1st,  1917,  the  number  of  treatments 
given    in     the     de- 
part in  e  n  t      w  a  s 
19,000,    and      the 
number     of       n  e  w 
patients  dealt  with 
728. 

Type  of  Case. — 
The  cases  dealt 
with  were  mainly : 

1.  Peripheral 
nerve  injuries. 

2.  Stiff  joints 
with  muscular 
wasting. 

3.  Atrophy  of 
muscle. 

4.  Adherent  and 
painful  scars. 

5.  Functional 
conditions. 

6.  Trench  feet 
and  allied  con- 
ditions. 

SM#.— The  staff 
consists  of  fourteen 
trained  masseuses 
A.P.M.C.  working 
under  the  direction  of   a   surgeon    in    charge. 

The  electrical  treatment  of  muscle  is  largely  carried  out 
by  a  specially  wound  faradie  coil  introduced  by  Captain 
Bristow.  This  coil  is  arranged  so  as  to  yield  a  current 
which  is  as  nearly  as  possible  painless,  and  which  is  under 
the  control  of  the  operator,  so  that  the  intensity  of  the 
stimulus  can  be  altered  from  moment  to  moment. 
Khythmical  graduated  contractions  of  muscle  are  brought 
about  by  this  method.  The  muscle  to  he  treated  is  made 
to  contract  gradually  from  zero  to  the  desired  iiia.xinuim, 
and  then  allowed  to  relax,  it  is  allowed  to  remain  fully 
relaxed  for  a  second,  and  then  again  stimulated.  The  left 
band  of  the  operator  grasps  the  uuiscle  and  appre- 
ciates the  degree  of  contraction,  whilst  the  right  con- 
trols the  intensity  of  the  stimulus.  lu  this  way  the 
exact  degree  of  contraction  desirable  for  each  muscle  or 
muscle  group  is  obtained.  The  control  by  hand  is 
essential  for  the  most  efficient  method  of  working,  and 
uo  motor-driven  or  other  form  of  mechanical  interrupter 
can  replace  this  control  eiliciently.  Witli  trained  operators 
there  is  no  risk  of  muscles  being  stimulated  to  the  extent 
of  causing  fatigue,  and  so  retarding  progress,  Tlie  main 
differences  between  this  coil  and  tlie  ordinary  faradie 
coil  are : 

The  special  coil  has  thick  wiie  in  both  the  primary  and 
secondary  windings,  and  the  number  of  layers  in  the 
secondary  is  less  than  in  the  ]irimary— 5  :  3.  The  inter- 
rupter can  be  exactly  regulated  by  a  sliding  weight.  .\ 
condenser  of  approjjriate  capacity  is  placed  m  circuit,  to 
damj)  out  the  spark  and  assist  in  reducing  the  "skin 
effect  "  to  a  minimum. 

The   intensity   of    the   stimulus    is    varied    at   will    by 

(1)  using  either  one,  two,  or  three  layers  of  the  secondary ; 

(2)  by  pushing  in  or  withdrawing  the  soft  iron  core  in  the 
primary. 


Maasagc. 

The  massage  department  is  under  the  supervision  of 
Dr.  J.  Menuell,  and  is  equipped  with  all  modern  appliances 
for  mechanical  treatment.  There  are  twenty-three  trained 
assistants  in  the  department  —  namely,  twenty-on& 
masseuses  and  two  masseurs. 

The  number  of  patients  treated  and  discharged  from 
March,  1916,  to  March,  1917,  was  863.  On  March  1st, 
1917,  the  number  of  patients  under  treatment  was  280, 
The  average  number  of  weekly  treatments  is  1,680. 


Gymnasium  and  Hydrotherapy  Department. 

X  large  gymnasium  is  now  in  course  of  construction, 
to  which  patients  will  automatically  pass  from  the  massage 
department.  The  jilans  for  a  hydrotherapy  department 
have  been  completed,  and  a  building  w-ill  shortly  be  placed 
under  construction.  Both  these  departments  will  be 
under    medical    control    and     in    the    immediate   charge 

of     trained     in- 
structors. 

The  Curative  ]l'or/i- 
shops. 
The  curative 
workshops  are  of 
utmost  importance. 
In  these  workshops, 
the  men  are  given 
a  definite,  regular, 
and  interesting 
occupation,  and 
energy  instead  of 
being  wasted  i» 
directed  to  serve 
some  useful  pur- 
pose. These  work- 
shops, which  are 
under  the  personal 
supervision  of  Mr. 
Poate,  owe  their 
existenee  to  the 
energy  and  fore- 
sight of  King 
Manuel,  who  ha* 
not  only  devoted 
his  valuable  time 
to  those  at  Shep- 
herd's Bush  but  has  also  superintended  the  erection 
of  similar  ones  in  otlier  orthopaedic  centres  throughout 
the  United  Kingdom.  Tlie  men  working  are  eniployeii 
as  follows: 

I-'.iiijihiijliu'iita  ill   i'unilire   Wurkshnp:'. 

Splint  makers,  smiths,  enuineers           ...  25 
Carpenters        ...            ...            ...            ..             ,..10 

Tailors  (abilomiiial  belts,  snr{,'ical  slinf^s)            ...  8 

liootmakers  (surgical  boots,  repairs)     ...            ...  5 

I'retworkers  (men  with  dropped  feet)   ...            ...  3 

I jeatlierworkers  (blocked  leather  splints)           ...  4 

lOlectricians,  plumbers,  and  ironworkers           ...  7 

Masons  (rejiairs  in  liospital)      ...            ...            ...  2 

(Iriiidcry      (instruments      nseil      in     oiieratin.i,' 

theatres)         ...            ...            ...            ...             ..  2 

Wood  clioppers  (sawing  and   cliopiiing  Tirewood 

for  use  of  liospitnll     ...            ...            ...            ...  9 

Cigarette  makers            ...            ...            ...            ...  V 

(iflioe  and  stores            ...            ...            ...            ...  4^ 

Draiigbtsinan   ...            ...            ...            ...            ...  1 

Orderlies  and   fatigue   party   .errands  between 
different  departments,  kee|iing  yard  and  shops 
clean,    taking    completed    work   to   different 

wards)              ...             ...             ■■.             ...             ...  H 

Painters  (|)ainting  splints  ami  general  work  in 

liospitall          ...             .                  .             ...             ...  8 

Total  1C6 

In  addition  to  this  special  wuik,  ovtr  3C0  have  occupa- 
tions allotted  to  them. 


Interior  of  department  for  electio-lliorniKnitics. 
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Return  showing  Number  and  Value  of  Splints  Made  in 
Orthopaedic  Worhshops. 

Week  ending — 

October   28th,  1916  ... 

November  4tli  ,, 

11th  

18th  „      ... 

25th  

December  2n(l  „ 

9th  „      ... 

16th  

23ra  „      ... 

30th  ,,      ... 
January     6tli,  1917  ... 

13th  „     ... 

20tli  

27th  

February    3rd  „ 

„     "  10th  ,,      ... 

17tli  „      ... 

24tb  

March      3rd  ,, 

10th  „      ... 


£  s.  d. 

3S   .. 

5  3  0 

49   .. 

7  14  6 

75   .. 

17  3  9 

64   .. 

9  11  6 

86   .. 

.   12  9  0 

21   .. 

.   11  2  6 

23 

13  16  0 

67 

14  18  0 

26   .. 

.   14  11  6 

29   ., 

8  19  0 

43 

12  8  0 

70 

20  12  0 

55   . 

19  1  0 

133   . 

..   34  0  0 

122   . 

..   27  9  0 

91 

..   30  0  0 

55   . 

19  17  6 

81 

..   17  16  6 

106 

..   31  4  6 

139   . 

..   34  4  2 

Totals 


1,371 


£362    1    5 


Total  number  of  splintg  made  from  October  28th  to 

March  10th,  1,371. 
Cash  value  at  pre-war  prices,  £362  Is.  5d. 

Of  the  above  returns  1,013  are  stock  pattern  splints,  namely, 
cock-up  splints,  gutters,  club-foot  shoes,  crab  (long  and  short). 
Turner's  arm,  whole  hand-splints.  The  balance  (358|are  special 
splints  designed  in  workshops,  and  made  to  surgeons' 
instructions. 

Quantity  of  Orthopaedic  Repairs  by  the  Rootinaker. 
The  total  number  of  cases  requiring  ortliopaedic  repairs  by 
the  bootmaker  from  October  21st,  1916,  to  March  4th,  J917,  was 
361.  This  was  apart  from  ordinary  repairs.  The  work  con- 
sisted of  inside  and  outside  elevations,  T-straps,  cork  soles,  bars 
on  soles,  crooked  heels,  surgical  boots  and  alterations  according 
to  medical  orders. 

Painting,  Drawing,  Photographic  Department. 
This  department  is  under  the  control  of  JMr.  Bird,  tiie 
distinguislied    artist,  who  is  as.sisted   in  photography  by 


Mr.  Lewis.  Here  not  only  plioto).!raplis  and  drawings  of 
cases  during  the  various  stages  of  treatment  and  splints- 
used  are  made,  but  actual  paintings  in  natural  colour 
whenever  the  surgeon  thinks  it  necessary.  In  this  way 
can  be  kept  complete  records  of  operation  cases,  wliich  aie 
especially  valuable  in  demonstration  for  teaching  purposes. 

X  Bays. 

This  department  is  fully  ecpiipped  with  all  the  latest 
methods  for  a:-ray  photography  under  the  supervision  of 
Captain  Keys- Wells,  1{..\.M.C.,  who  attends  the  hospital 
daily. 

Plaster  Department. 

This  is  under  the  charge  of  Sister  Hurcli,  foiiueily  of 
St.  Bartholomew's  Hospital,  who  has,  as  chief  assistant,. 
Private  Wilde.  Casts  are  made  of  all  deformities  adujittoil 
and  permanent  records  can  be  kept  of  cases  before  and 
after  operation.  In  addition  to  plaster  jackets  for  support 
and  plaster  splints,  casts  are  made  of  limbs  and  otlicr 
parts  on  which  splints,  both  leather  and  steel,  are  moulded 
so  as  to  ensure  accurate  fitting  when  fiuisljcd. 

Artificial  Limbs. 
In  association  with  the  question  of  military  orthopaedics 
it  is  important  to  remember  that  at  Roehampton  Hospital 
for  Limbless  Soldiers  all  cases  of  amputation  are  being 
provided  with  suitable  artificial  limbs  at  the  expense  of 
the  State. 

I  am  largely  indebted  for  information  relating  to  the 
Shepherd's  Bush  Hospital  to  the  courtesy  and  assistance  of 
Major  Jenkins,  R.A.M.C,  Officer  in  Charge,  Captain  Hill, 
R.A.M.C.,  Registrar,  and  3Ir.  Poate,  Director  of  Workshops. 

The  medical  staff  is  to  be  congratulated  in  haviug  con- 
verted within  a  week  what  was  formerly  an  infirmary  into 
a  modern  orthopaedic  hospital. 

Uefkrences. 
>  The  Collected  Works  of  Sir  H.  Daw.  Edited  by  bis  brother,  .7ohn 
Davy,  F.R.S.  ^  The  Collected  Papers  of  Ba^'on  Lister,  vol.  ii- 
3  Transactions  of  the  American  Ortliopaedic  Association,  1891.  ^  TltK 
Works  of  John  Hunter.  Edited  by  Palmer.  ^  Anatomy  of  the  Human 
Body-  John  and  Charles  Bell.  ^  I'liil.  Trans.  Rnyal  Society.  1833. 
7  Position  of  Sir  C.  Bell  anions  Anatomists.  Leeture  delivered  by 
Professor  Keith  at  Middlesex  Hospital.  .January  19th,  1911.  Beview  of 
Arboreal  Man.  by  d.  Elliot  Kmitb,  yniure.  Februarj-,  1917.  ^  E.ffective 
Treatnievt  of  Hip  Disease,  P.  li.  liennie,  1907. 


ARTIFICIAL    LIMBS. 


A  FEW  words  may  be  added  to  the  last  paragraph  of  Dr. 
Colin  Mackenzie's  article  to  explain  the  organization 
brought  into  existence  for  providing  men  who  have  under- 
gone amputation  with  artificial  limbs.  After  the  com- 
pletion of  his  treatment  in  a  general  military  hospital 
such  a  man  often  requires  special  treatment  for  some 
condition  of  the  stump  which  prevents  the  immediate 
adjustment  of  an  artificial  limb;  among  such  conditions 
are  persistent  sinuses,  bulbous  nerve  ends,  adhesions 
limiting  free  movements  of  a  joint,  and  flexion  of  a  joint 
by  contraction  of  scar  tissue ;  in  some  other  cases  re- 
amputation  is  necessary  in  order  to  obtain  a  suitable 
stump.  Such  men  are  sent  to  the  Pavilion  Military  Hos- 
pital, Brighton;  the  Alder  Hey  Auxiliary  Hospital,  Liver- 
pool ;  the  Scottish  Red  Cross  Hospital,  Bellahouston, 
Glasgow  ;  the  Edinburgh  War  Hospital,  Bangour ;  or  the 
Welsh  Metropolitan  War  Hospital,  Whitchurch,  near 
Cardiff.  After  the  completion  of  their  treatment  in  these 
intermediate  hospitals  they  are  sent  to  be  fitted  with  the 
artificial  limb  to  special  hospitals — Queen  Mary's  Hospital, 
Roehampton,  near  London ;  Erskine  House,  Glasgow ; 
Edenhall  Hostel,  Kelso ;  the  Prince  of  Wales  Hospital  at 
Cardiff;  the  Ulster  Volunteer  Force  Hospital,  Belfa.st ;  or 
the  Duke  of  Connaught's  Hospital  at  Bray,  co.  Wicklow. 
Other  hospitals  for  the  same  purpose  are  being  established 
at  Leeds,  Manchester,  and  Liverpool. 

For  the  most  part  all  artificial  limbs  are  made  in  work- 
shops attached   to  these    hospitals,  and  the  man,  before 


being  discharged,  is  practised  in  their  use  and  any  defects 
discovered  adjusted.  It  is  intended  that  these  hospitals, 
or  some  of  them,  shall  be  permanent  institutions  to 
which  men  can  at  any  time  return  for  the  repair  or 
refitting  of  their  artificial  limbs.  Steps  are  being 
taken  for  the  standardization  of  artificial  limbs,  and 
the  branch  of  the  Ministry  of  Pensions  coucerned  with 
their  supply  and  renewal  has  formed  a  collection  at 
the  Royal  Hospital,  Chelsea. 


AMl'UTATIONS    OF    THE    UPPER    LIMB. 

Many  trades  are  open  to  a  man  who  has  lost  a  lower 
limb  or  even  both,  but  the  choice  of  a  man  who  has  lost 
an  arm  is  more  limited,  and  if  he  desires  to  engage 
in  manual  labour,  such  as  agricultui-al  or  mining,  he 
needs  a  prosthetic  appliance  which  will  stand  rough 
work. 

.\n  appliance  for  amputation  through  the  forearm  which 
is  considered  by  experts  to  be  one  of  the  best  and  most 
practical  yet  devised  for  such  men  is  the  invention  of 
Mr.  Thomas  Williams,  who,  when  working  in  a  Welsh 
mine  forty  years  ago,  met  with  an  injury  for  which  he  had 
to  undergo  amputation  of  the  right  forearm  four  inches 
below  the  tip  of  the  olecranon  process.  After  many 
experiments  he  made  a  hook  arm  for  himself,  which  has 
enabled  him  to  earn  his  living  as  a  collier,  a  mechanic,  and 
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in  otlier  ways.  Tlie  construction  of  the  limb  is  illustrated 
in  tlie  diagram,  which  is  taken  from  the  patent  specifica- 
tion. The  forearm,  a,  is  made  in  one  piece  of  stout  or  stiff 
leather,  and  the  casing  for  the  upper  arm  is  formed 
in  two  pieces,  n,  c,  of  soft  or 
pliable  leather  attached  to  tljo 
forearm.  These  pieces  are  eye- 
letted  and  laced  together,  so  as 
to  clasp  tlie  upper  arm,  soft 
tongues,  II,  K,  being  provided 
under  the  laces.  F,  if  desired. 
This  arrangement,  besides  giving 
more  comfort,  renders  it  possible 
in  most  cases  for  the  wearer  to 
attach  the  appUance  in  position 
without  assistance.  "Within  the  I 
wrist  of  the  forearm  casing  is  a 
block  ((i.  Fig.  2)  of  wood  or  othev 
suitable  mati'rial,  over  the  outer 
part  of  which  is  firndy  fitted  and 
secured  a  dome-shaped  metal  caj) 
or  holder,  11,  having  a  central 
hole  or  socket,  .1,  sere  w-tlireade( 
internally.  A  correspondingly 
threaded  plug,  K,  provided  with 
an  outer  flange,  l,  is  adapted  to 
screw  into  this  socket.  Tliis 
plug  is  centrally  bored  so  that 
the  shank,  m,  of  the  C- shaped 
liook  can  freely  pass  there- 
through. The  part  of  the  bore 
nearest  to  the  arm  has  an  en- 
larged   part,    N,     similar     to     a 

stuffing-box,  to  receive  a  spring,  o,  which  is  coiled  around 
the  end  of  the  shank  when  placed  therein.  This  spring  is 
compressed  between  abutments  formed  by  the  shoulder,  p, 
in  the  plug,  and  a  nut  or  cap,  Q,  which  is  screwed  on  to 
the  end  of  the  shank,  and  is  small  enough  to  enter  the 
space    N.        The    plug,     k,    is    then    screwed     into     the 
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socket,  .1,  until  the  flange,  l,  meets  its  seating,  E,  and 
tlie  appliance  is  ready  for  use.  The  liook,  with  its 
shank,  M,  is  free  to  revolve  axially  in  the  plug,  k, 
after  the  latter  is  screwed  home,  but  is  prevented  from 
doing  so  too  freely  owing  to  tlie 
friction  on  the  ends  of  the  spring 
and  between  the  base  of  the  hook 
and  its  abutment,  s.  AVlien  a 
sudden  pull  comes  upon  the  hook, 
the  spring  is  further  compressed 
and  lessens  the  jar.  Dr.  W.  L. 
Gritiiths  of  Swansea,  in  demon- 
strating this  appliance  to  a  local 
meeting  of  the  i3ritish  Medical 
Association,  said  that  the  chief 
points  of  interest  were  the  shape 
and  action  of  the  hook  and  the 
mode  of  attachment  to  the 
stump.  The  hook  was  con- 
venient for  using  tools,  for 
lifting,  and  for  pushing.  The 
attachment  of  the  artificial  limb 
by  means  of  soft  leather  flaps 
laeed  round  the  upper  arm,  taking 
their  grip  above  the  condyles 
of  tlie  humerus,  allowed  free 
movement  of  the  elbow-joint. 
The  experience  of  the  inventor, 
who  has  been  using  the  arm 
for  forty  years,  showed  that 
there  was  no  risk  of  pressure 
sores;  the  skin  was  freely  mov- 
able over  the  deeper  tissues, 
and  it  was  not  appreciably  thickened.  Mr.  Williams  could 
use  a  pick  and  shovel,  could  lift  a  weight  of  56  lb.,  could 
swing  a  14  lb.  sledge  hammer,  could  use  a  scythe,  could 
plough,  could  pitch  hay,  and  do  any  other  work  of  an 
agricultural  labourer,  and  could  work  as  a  collier,  a 
mechanic,  and  a  carpenter. 


A  T.\BLE  FOR  Armless  Soldiers. 


The  condition  of  a  man  who  lias  undergone  amputation  of 
both  upper  limbs  is  still  more  unfortunate  than  that  of  one 
who  has  suffered  amputation  of  both  lower  limbs.  At  the 
hospitals  for  limbless  men  many  ingenious  devices  have 
been  tested,  and  much  has  been  done  towards  the  stan- 
dardization and  simplificatiou  of  prosthetic  appliances  for 


Inventions  Department  of  the  Ministry  of  Munitions.  It 
will  enable  the  man  to  occupy  himself  during  the  absence 
of  his  attendant,  and  as  he  gains  the  necessary  dexterity  it 
should  be  possible  for  him  to  feed  himself,  perform  various 
operations,  and  write.  Fig.  1  is  a  front  view  of  the  table, 
and  Fig.  2  a  sectional  view  showing  the  arrangement  of 


the  upper  limb  A  table  for  the  man  in  the  unliaiipy 
position  of  having  undergone  amputation  of  both  upper 
limbs,  leaving  stumps  too  short  for  the  fitting  of  a  satis- 
factory arm  of  the  usual  type,  designed  by  Mr.  C.  \. 
.Sheehan,  has  recently  been   approved    by   the   Munitions 


the  turntable  with  its  ball  bearings  and  central  leg,  and  of 
the  sliding  jilatform  with  its  actuating  lever.  Fig.  3  is  a 
))lan  view  of  the  complete  table.  Figs.  4,  5,  and  6  show 
details.  The  appliance  is  operated  chiefly  by  the  use  of  the 
legs  and  feet,  with  the  occasional  assistance  of  the  head. 
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The  operator  sits  iu  front  of  the  table  with  the  mechanical 
arm  A  before  him,  and  is  thus  able  to  move  the  sliding 
platform  b  by  means  of  the  lover  e,  and  the  turntable  c  by 
means  of  the  leg  f,  so  as  to  bring  objects  on  them  within 
reach  of  the  tongs,  d,  of  the  arm.  The  turntable  c  rests  on 
ball  bearings,  s,  and  can  thus  rotate  and  also  move  slightly 
in  a  linear  direction  in  the  plane  of  the  table.  Tlie  tongs 
are  controlled  and  the  arm  moved  by  the  ball  of  the 
operator's  foot,  which  is  placed  in  one  of  the  shoes  g,  or 
Gjj  pressure  on  the   shoo  (tj  opens  the  tongs  (which  are 


tion.  An  article  gripped  in  the  jaws  can  thus  be  raised 
even  to  the  top  of  the  head  of  the  operator.  The  ball  and 
socket  joint  H,  together  with  the  arm  a,  can  bo  moved 
slightly  relatively  to  the  table  along  a  slide.  Vessels 
and  cutlery  for  use  with  the  table  require  to  bo  specially 
shaped  or  adapted  in  order  tliat  they  may  be  firmly 
gripped  by  the  tongs;  for  example,  tlie  cup  (Fig.  5)  is  a 
conical  vessel,  and  is  gripped  close  to  the  bottom  Hange, 
and  the  knife  .1  (Fig.  6)  is  hold  by  the  rubber-faced  attach- 
ment K.     A  sheet  metal  attachmgnt,  k,  is  provided  on  the 
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Fig.  3. 


Fig.  6. 


normally  held  clo.sed  by  a  spring  m  and  a  weight  n)  by 
means  of  a  fle.xible  wire,  o,  passing  over  guide  pulleys. 
On  releasing  the  pressure  on  the  shoe  o.,  the  sliding 
weight  N  falls  and  closes  the  tong  jaws  with  sufficient  grip 
for  most  purposes  without  any  force  being  exerted  by  the 
operator.  If,  however,  a  specially  strong  grip  is  required, 
it  is  obtained  by  pressure  on  the  shoe  Gi,  which  forcibly 
closes  the  jaws  by  means  of  a  flexible  wire  connexion,  p, 
fixed  to  the  weight  n.  The  arm,  which  is  a  rigid,  inverted 
L-shaped  member,  is  universally  suspended  by  a  ball  and 
socket  joint  h,  so  that  by  appropriate  motions  of  tlie  foot 
the  arm  can  bo  twisted  or  raised  in   practically  any  direc- 


arm  A  for  turning  over  the  pages  of  a  book,  and  for  dealing 
with  sheets  of  paper,  and  a  shaped  attachment,  T,  for  a 
cigarette,  etc.,  is  provided.  Fig.  4  shows  a  writing  easel. 
The  writing-pad  is  laid  on  the  front  face  after  having  been 
folded  round  a  wire  frame,  projections  of  which  rest  in 
the  notches  of  the  plates,  so  that  the  frame  can  be  pushed 
up  notch  by  notch  as  each  line  of  writing  is  completed ; 
the  easel  is  hinged  at  the  bottom  and  supported  by  a  saw- 
toothed  bar  resting  on  a  curved  spring.  Under  the  pressure 
of  the  pencil,  which  is  held  in  the  tongs,  the  easel  yields 
slightly,  and  this  movement  facilitates  the  formation  of 
the  upstrokes  necessary  in  writing. 


CHAPTEE   IX. 

THE   INVESTIGATION   OF  THE   SIGNIFICANCE   OF  DISORDERS  AND 
DISEASES   OF   THE   HEART   IN   SOLDIERS. 

BY 

SiK  T.  CLIFFORD  ALLBUTT,  K.C.li.,  M.D.,  F.R.S., 

EEOirS  ritOFESSOK  OF   I'HYSIC   IN   THE    I.'NIVF.RSITY   OF  CaMHUIDGE;   I'KESlDFXr  OF  THE   HltlTISH   MEDICAL   ASSOCIATION. 


Dr.  Lewis's  Report  on  the  work  douo  at  Jloimt  Vernon 
on  Disorders  of  the  Heart '  as  seen  in  the  soldier  is  so 
careful  and  ooiuplete  that  there  is  little,  at  present,  to  add 
to  it,  and  the  couiiueuts  I  am  requested  to  make  upon  it 
can  be  but  few. 

One  main  result  of  the  investigation  is  to  strengchen  the 
opinion  which,  before  tliese  researches  were  established, 
was  gaining  grouud — namely,  that  "heart  strain,"  a  phrase 
a  few  years  ago  in  common  use  and  application,  is  a  rare 
event.  In  the  article  on  Stress  on  the  Heart  in  .Mlbutt  and 
Kolleston's  Si/xtciii  of  Mi'dicine,  an  article  wliich  expressed 
the  opinions  at  that  time  of  Roy,  Michel),  and  myself,  we 
likewise  had  aflirmed  that  "  for  one  ease  of  disability  due 
to  strain,  or  even  of  sharp  overstress,  there  are  fifty  of 
secondary  and  incidental  derangement."  .And  again  :  "  As 
the  animal  mechanism  attained  many  wider  and  more 
various  powers  of  survival  yet  scarcely  even  a  momentary 
independence  of  the  heart,  this  organ  must  itself  have 
attained  to  an  enormous  endurance,  and  resources  almost 
illimitable."  ]5ut  in  the  same  essay,  under  "  Infections," 
I  saici  tliat  "  stresses  upon  hearts  under  this  detri- 
ment result  only  too  often  in  (heart)  strain  ..." 
'■  experience  inclines  me  more  and  more  to  refer  cases  of 
heart  strain  to  this  category":  and  I  quoted  Dr.  Arthur 
Lambert  of  Harrow  who  "  regarded  (in  1904)  the  specific 
fevers  as  the  determinant  of  heart  strain  in  sclioolboys; 
anaemia,  general  debilitj'  and  lack  of  training  being 
subordinate  causes.  Up  to  1903,"  he  added,  "  I  was  able 
to  collect  a  number  of  cases  of  '  heart  strain,'  and  during 
those  years  inHueuza  was  always  with  us.  After  1904 
we  saw  very  little  of  heart  strain."  With  acute  cardiac 
dilatation  after  such  obvious  infections  as  of  scarlet  fever 
and  diphtheria  we  are  all  familiar,  and  in  the  article  from 
which  I  am  now  quoting  I  stated  that  even  a  "bad  cold  " 
might  have  some  such  consequence,  if  during  the  brunt  of 
it  excessive  exercise  were  undertaken. 

It  was  in  1903,  when  de  la  Camp's  paper-  came  into  our 
hands — a  paper  in  which  the  author  reported,  rather  to 
our  surprise,  that  the  heart,  far  from  expanding  during 
muscular  effort,  diminished  in  mean  diameter — tliat,  infec- 
tion apart,  we  began  to  take  a  different  view  of  cardiac 
conditions  under  effort;  that,  instead  of  working  under 
dilating  stresses,  the  heart  under  exertion  is  normally 
smaller.  Yet  had  we  considered  cardiac  pliysics  more 
intimately,  we  need  not  have  been  surprised.  It  is  true 
that  in  exercise  beyond  the  capacity  of  the  myocardium 
the  blood  is  heaped  up  in  and  near  the  riglit  heart  at  the 
gates  of  the  lungs;  and  this  the  more  when  the  individual 
is  imperfectly  trained,  or  is  becoming  stale.  Rut  as  rate 
and  velocity  increase,  and  the  periphery  exi)ands,  the 
output  per  beat  must  be  less;  and  therewitli  the  cardiac 
diameter.  Furthermore,  as  the  heart  has  its  own  blood 
supply,  blood  runs  round  the  heart  many  times  for  once 
round  the  systemic  area. 

The  heaping  u|)  of  the  blood  in  the  right  heart  and  veins 
is  heavier,  and  tarries  longer,  in  the  untrained.  Training 
is  something  far  more  thiin  <lietetics  and  muscular  exor- 
cise;  in  the  circulatory  concert  it  miNins  a  development  of 
the  thorax,  an  unfoliling  of  the  lungs,  and  a  swifter  inter- 
play of  vascular,  nervous  and  chemical  responses. 

In  former  i)apors  1  have  described  how  in  the  first  few 
minutes  of  increased  effort — for  example  on  starting  to 
climb  a  steep  hill  -the  arterial  tree,  as  represented  by  its 
radial  branch,  opens  out.  not  gradually  but  suddenly;  and 
the  better  th(!  training  the  sooner  this  expansive  reaihipta- 
tion  takes  jilace.  Under  tliis  change  -this  great  reduction 
of  friction — it  is  intelligible  that  tlie  diameter  of  the  U^ft 
ventricle  should  diminish,  or  tlie  <:hamber  empty  itself 
more  eomploteiy.  But  in  a  man  growing  stale  under 
training  the  vasomotor  mechanism  loses  its  tone,  and  its 
responses  are  enfe(!bled.  There  is  no  Ixitter  test  of  the 
'fitness  "  of  an  athlete  than  to  draw  the  tinger-tip  sharply 


down  his  check,  when,  if  he  be  "stale,"  the  red  line  will 
be  strong  and  persistent.  In  many  cases  of  "D..\.H."  at 
Mount  Vernon  this  loss  of  vasomotor  tone  is  conspicuous 
The  hand  when  hung  downward  turns  a  duskier  blue, 
and  its  vessels  empty  when  it  is  held  above  the  head.  If 
the  finger  be  jiressed  upon  such  a  hand  and  removed  the 
white  patch  is  long  in  recovering  its  colour. 

But  the  researches  of  Dr.  Lewis  and  Mr.  Barcroft  at 
Mount  Vernon  raise  quite  a  new  and  a  very  interesting 
problem  :  setting  aside  for  the  while  poisoning  of  the 
myocardium,  may  incidental  infections  produce  any  other 
effects  in  which  the  heart  is  concerned '.'  The  answer 
appears  to  be  in  the  aflirmative.  Tliese  researches  (p.  19) 
seem  to  discover  a  new  disease,  or  rather  to  discrimi- 
nate more  exactly  tlie  features  and  nature  of  a  disease  less 
clearly  apprehended  already,  by  Da  Costa  and  others,  as 
"  soldier's  lieart " ;  or  by  those  of  us  who  have  written 
upon  "neurasthenia"  as  "cardiac  neurasthenia."  The 
disease  is  one  which  is  not  uncommon  in  the  civil  popula- 
tion; but  under  the  stress  of  the  soldier's  training,  and 
amongst  the  aggregations  of  men  in  modern  armies,  it  is 
more  conspicuous  and  inconvenient.  It  is  of  the  kind  of 
diseases  known  to  our  fathers  as  "  morhi  sine  materia  " — a 
disease  without  a  lesion.  "  Disease  "  is  a  clinical  not  a 
pathological  term,  and  consists  in  a  series  of  symptoms 
recurring  with  a  fair  uniformity.  At  Mount  Yeruon  I 
have  been  much  impressed  by  the  uniformity  of  the  series 
now  chiefly  under  consideration.  It  consists  in  the  main 
of  the  following  terms  or  symptoms: — submammary  pain, 
palpitation  and  quickened  pulse,  shortness  of  breath  on 
exertion,  tremor,  exhaustion,  "  dizziness,"  and  certain 
vasomotor  phenomena.  This  grouji  of  symptoms  is  too 
uniform  to  be  fictitious  or  fantastic. 

Now  it  will  be  seen  from  the  Report  that  in  these  cases 
— in  this  disease — although  not  rarely  an  infection  takes 
some  place  in  the  history,  the  heart  is  mechanically  un- 
altered. I  am  glad  to  add  my  testimony  to  the  great  care 
and  precision  with  which  tliese  mechanical  appreciations 
were  carried  out  ;  the  orthodiagraphic  observations  of 
Major  Meakins  and  his  colleagues  being  especially  diligent 
and  valuable. 

The  outcome  so  far  then  is  that  the  fretful  heart, 
known  as  the  "  soldier's  heart,"  is  not  cardiac  strain  ;  and, 
whatever  the  explanation  may  bo,  for  this  I  refer  to  the 
Report,  there  is  this  gain  to  nosology — that  although,  in  ■ 
the  past,  heart  strain  and  what  for  temporary  conveni- 
ence I  may  call  still  "soldier's  heart"  have  been  con- 
fused, and  even  classed  together,  this  disorder  and  that 
are  now  made  separate  and  distinct.  For  "  soldier's  heart " 
we  need  a  better  name,  and,  if  it  is  to  be  Greek,  I  have 
suggested  ponopalmosis,  a  compound  word  which  means 
palpitation  on  effort.  Therefore,  with  a  few  chance  excep- 
tions, from  the  Mount  Vernon  category  "  heart  strain  "  is 
dismissed. 

Now  by  this  selection  I  do  not  mean  that  heart  strain 
does  not  occur ;  but  that  it  is  generally  a  result  of  some  in- 
fection, is  relatively  infreciuent,  and  does  not  constitute 
the  bulk  of  the  cases  invalided  from  the  army  as  "  D.A.H.  " 
,see  Report,  p.  54  f.).  With  the  gradual  and  inevitable 
deterioration  of  the  myocardium  after  maturity  —  say  in 
man  from  the  age  of  35  to  40  onwards — I  have  not 
now  to  deal.  1  have  discussed  this  grave  question  in 
my  DiafaHcs  of  Arteries.^  At  Mount  Vernon  nearly  all 
the  patients  are  under  this  period  of  life.  This  is  one, 
and  the  tirst  in  importance,  of  the  principles  obtained 
under  Dr.  Lewis's  researcli  and  direction.  In  the  article 
referred  to  in  the  Si/aleiii  on  Overstress  of  the  Heart 
the  two  classes  of  cardiac  ilisorder  were  more  or 
less  confused  ;  the  cases  which  Jtoy  and  I  and  Michell 
studied  were,  many  of  them,  it  is  true,  cases  of  actual 
lieart  strain ;  but  effects  for  the  most  part,  if  not  in  all 
instances,   brought    about  _under    the   influence   of   some 


SIGNIFICANCE    OF    DISORDERS    OF    THE    HEART    IN    SOLDIERS. 


91 


infection.  Moreover,  in  them  tlie  heart,  the  right  side  oE 
the  heart  usually,  was  definitely  dilated  and  the  valves  for 
a  while  often  incompetent.  In  "  D.A.H.  "  the  form  of  the 
heart  is  unaltered  and  the  dyspnoea  seems  not  to  depend 
■directly  upon  the  heart. 

Here  however  I  would  venture  on  some  demur  to  the 
•disrespect  with  which  certain  cardiac  murmurs  liave  been 
treatftd  by  Sir  .James  Mackenzie — to  whose  researches  we 
are  all  so  deeply  indebted — and  by  his  disciples.  This  is  an 
extreme  reaction  against  the  obsequious  regard  for  tliese 
signals  which  not  unnaturally  prevailed  in  the  generations 
immediately  after  Laiinnec.  It  is  true  that  in  concluding 
"that  the  presence  or  absence  of  murmurs  (wherever  they 
may  be  audible)  is  of  no  value  in  estimating  the  soldier's 
capacity  for  work  "  Dr.  Lewis  premises  that  he  concerns 
himself  only  with  the  capacity  of  a  man  for  military 
service  for  a  subsequent  period  of  undefined  duration. 
This  I  agree  is  true;  under  my  care  at  this  moment  is  a 
man,  aged  32,  suffering  from  mitral  regurgitation,  now  to 
the  degree  of  large  dropsy  and  dyspnoea,  and  in  a  con- 
dition beyond  substantial  remedy.  He  had  rheumatic 
fever  at  the  age  of  6,  and  was  then  told  that  his  heart  was 
affected.  But  thereafter  nevertheless  for  some  twenty 
years  or  more  he  had  been  at  work  as  a  labourer.  Last 
year  I  liad  a  similar  case  in  a  man  who,  after  rheumatic 
fever,  with  damage  to  the  mitral  valve  reported  at  that 
time,  had  notwithstanding  been  occupied  since  as  a  coal- 
heaver  for  sixteen  years ;  and  for  the  while  with  impunity. 
Of  such  cases  1  think  we  must  admit  that  though  for  many 
years  the  mitral  regurgitant  murmur  had  not  indicated 
immediate  physical  incapacity,  yet  it  did  indicate  cardiac 
■  disease,  and  sooner  or  later  cardiac  failure.  Tliat  out  of 
such  a  man  the  State  may  nevertheless  get  a  few  years' 
work,  is- a  decision  which  at  Mount  Vernon  we  may  very 
properly  make  without  cynicism ;  as  Dr.  Lewis  says,  at 
Mount  Vernon  our  business  is  only  with  capacity  for 
farther  service;  still,  as  lie  admits,  the  diagnosis,  or  pro- 
gnosis, is  "open  to  criticism  on  academic  lines"; — that 
is  to  say,  from  the  patient's  point  of  view '?  And  not  the 
diagnosis  only  but  also  the  rule  of  life. 

Here  may  I  remark  that  the  phrase  "  back  pressure,"  in 
common  use  even  by  expert  writers  on  affections  of  the 
heart,  is  to  nje  unintelligible.  Surely  by  an  increase  of 
resistance  in  front  the  blood  pressures  must  be  raised  in 
the  whole  area  concerned  ;  and  equal  in  all  directions,  fore 
back  and  lateral.  To  students  at  any  rate,  not  to  mention 
some  of  their  seniors,  this  fallacious  phrase  suggests  that 
tlie  blood  stream  is  reversed  !  In  the  generation  of  many 
a,  loud  murmur  the  regurgitant  wave,  in  the  strict  sense  of 
the  word,  may  be  very  small ;  possibly  none,  as  a  fluid 
vein  and  turbulent  collisions  of  the  particles  of  the  blood 
may  be  caused  by  changes  in  the  relative  diameters  of  the 
chambers  only.  Or  again,  like  a  stream  from  a  tap  which 
when  turned  slightly  on  may  be  noisy,  but  when  "  full  on  " 
almost  inaudible,  so  the  slenderest  thread  of  regurgitation 
may  make  a  loud  murmur.  Constancy  in  the  degree  and 
•quality  of  a  murmur,  as  it  suggests  stability  of  structure 
and  compensation  is  therefore,  on  the  face  of  it,  a  good  sign. 
In  all  cases  of  definite  systolic  murmur  at  the  apex  I 
believe  there  is  regurgitation,  whether  the  condition  be 
temporary  or  permanent.  I  see  no  other  explanation  of 
the  change  of  linear  into  turbulent  motion. 

In  the  class  of  cases  wo  are  considering,  functional 
"murmurs" — that  is  murmurs  dependent  upon  transitory 
causes — are  very  common  ;  and  I  think  we  are  bound  not  to 
ignore  them  but  to  do  our  best  to  analyse  them  and  dis- 
criminate between  them.  Tliis  I  think  is  not  so  difficult  a 
task  as  it  is  often  said  to  be.  On  the  one  hjind  in  the 
"soldier's  heart,"  as  Dr.  Levy  pointed  out  to  me,  a 
systolic  murmur  having  its  chief  seat  along  the  left  costal 
arch  is  very  frequent ;  one  would  guess  it  to  be  but  a  whiff 
of  air  expelled  at  each  jerky  heart  stroke  from  the  lappet 
of  lung.  So  again  in  the  healthiest  young  man  we  may 
hear  a  systolic  murmur  over  the  area  of  the  pulmonary 
artery;  by  this  idle  noise,  although  usually  due  merely  to 
a  slight  impingement  of  the  vessel  upon  the  wall  of  the 
chest,  and  of  no  importance,  many  a  lad  has  been  kept 
out  of  the  football  field.  Let  us  first  eliminate  all  these 
insignificant  noises  from  the  list,  and  then  on  the  other 
hand  concentrate  our  more  serious  attention  upon  murmurs 
dependent  on  altered  mechanical  states  of  the  heart; 
though,  as  even  these  are  often  transitory,  a  farther  sub- 
division is  necessary. 
r  And    for    the    present    let   us   leave   out   of    reckoning 


murmurs  about  the  base  of  the  heart,  and  direct  our  atten- 
tion to  those  referable  to  the  mitral  and  tricuspid  areas. 
Even  when  these  are  transitory,  as  for  example  during 
convalescence  from  an  infection,  it  seems  certain  that  when 
systolic  they  signify  valvular  disorder;  the  valve,  or  more 
probably,  in  transitory  cases,  its  bed,  is  awry ;  and  the 
patient,  so  long  as  the  murmur  remains,  should  be  treated 
on  this  assumption.  For  a  murmur  signifies  the  existence 
of  an  abnormal  fluid  vein,  and  an  abnormal  fluid  vein 
moans  abnormal  friction,  and  friction  is  a  waste  of  energy. 
A  young,  vigorous,  and  normal  heart,  with  some  re- 
adjustment, may  afford  to  waste  this  energy — for  a  while; 
but  a  perpetual  waste,  in  an  organ  whose  reserve  is  so 
precious,  cannot  go  on  without  ultimate  harm.  It  is  a 
handicap,  and  the  efforts  cast  upon  such  a  heart  should 
not  be  immoderate. 

In  looking  back  upon  many  years  of  practice  I  recall 
very  vividly,  in  respect  of  the  present  subject,  the 
subsequent  lives  of  many  a  patient  in  wjiom  a 
mitral  regurgitant  murmur  was  for  years  the  precursor  of 
subsequent  cardiac  incapacity  and  ultimate  failure.  For 
the  change  from  linear  to  vortex  motion  meant  a  fall  in 
velocity,  save  in  so  far  as  the  muscular  structure  of  the  heart 
at  the  part  was  buttressed.  For  many  a  year  perhaps 
a  young  or  comparatively  young  heart,  out  of  its  abundant 
stores,  can  meet  excessive  demands,  and  build  itself  up  at 
threatened  jioints ;  but  if  the  interval  is  often  a  long  one 
the  event  is  none  the  less  manifest.  The  murmur  in  crucial 
cases  has  been  discovered  accidentally  ;  as  for  example 
in  an  examination  for  some  temporary  disorder,  or  for 
life  insurance  ;  though  cardiac  incapacity  may  not  have 
ensued  for  years  afterwards.  After  an  uncertain  period 
however  the  heart  begins  to  enlarge,  and  the  patient  to 
feel  a  little  transient  dyspnoea  on  unusual  effort;  this 
symptom  increases,  and  the  heart  begins  to  make  itself 
felt;  yet  even  thus  the  patient  may  live  still  for  a  few 
more  years,  and  under  due  precautions  do  not  a  little 
work  of  a  sedentary  kind.  It  is  then  that  effort  tests  may 
betray  myocardial  default,  but  the  patient  has  then 
entered  not  upon  his  disease  but  upon  the  last  stage  of  it. 
Then  nocturnal  dyspnoea  will  appear,  the  ankles  puff  up, 
and  other  symptoms  of  the  final  phase  of  the  malady 
accumulate.  Perhaps  after  this  lapse  of  time  I  may 
refer  to  the  first  case  of  this  kind  of  which  I  had  any 
knowledge — that  of  my  old  master  and  friend  Bence  Jones. 
He  bought  a  flexible  stethoscope,  then  a  novelty,  and  tested 
it  first  upon  himself  ;  vinhappily  a  mitral  regurgitant 
murmur  made  itself  heard,  and  although  this  distinguished 
man  lived  on  without  suffering  for  a  while,  and  in  his 
impulsive  way  would  still  forget  himself  so  far  as  to  fly 
up  the  staircase  at  St.  George's  two  steps  at  a  time,  yet 
gradually  the  increasing  friction  in  the  blood,  and  the 
consequent  fall  of  velocity,  made  themselves  felt,  and 
brought  about  his  premature  death.  Scores  of  such  cases 
arise  in  my  mind  as  I  turn  my  eyes  to  the  past ;  some  of 
mitral  regurgitation  consequent  upon  an  infection,  some 
upon  slow  atherosclerosis  of  the  valve,  and  so  forth.  For, 
I  repeat,  an  endocardial  hiurmur  means  a  fluid  vein,  an 
eddy;  and  an  eddy  means  friction  and  a  disturbance  of 
linear  motion;  these,  unless  in  some  indifferent  area,  mean 
sooner  or  later  a  breakdown  of  the  machine. 

On  one  other  point  I  would  spend  a  few  words — namely, 
on  latent  mitral  ateiiosis.  In  consultation  the  question 
often  arises  whether  or  no  in  a  particular  case  there  is  a 
murmur  at  the  ape.K.  "  Murmurish,"  says  one  ;  another 
that  the  first  sound  is  prolonged  ;  another  that  the  first 
sound  is  reduplicated,  but  nomui-niur.  No  "  murmur,"  it  is 
true;  the  added  sound  may  not  be  murmuring  nor  whisper- 
ing, but  an  addition  to,  or  a  hitch  on  the  ordinary  first  sound. 
The  first  sound  may  seem  divided,  with  a  notch  as  it  were, 
in  the  middle  of  it.  Now  the  addition  may  be  before  or 
after  the  true  first  sound  ;  in  the  latter  case,  sooner  or 
later  it  murmurs  more  definitely,  and  betrays  a,  mitral 
regurgitation.  With  this  I  am  not  now  concerned  ;  in  the 
former  case  it  is  a  sign  of  a  mitral  stenosis,  slight  in 
degree  and  "compensated."  Now  in  this  case  a  thrill 
— sliort  perhaps,  and  narrow  in  area,  but  uneijuivocal — 
may,  it  carefully  sought  for,  be  detected.  But  in  the  absence 
of  cardiac  deformation,  of  definite  murmur,  and  of  proper 
symptoms,  this  thrill  may  not  be  looked  for.  These  latent 
cases  turn  up  in  practice,  civil  or  military,  and,  if  not 
readily  picked  out,  may  be  reckoned  among  "  our  failures." 

Ah  an  illustrative  example  of  latent  mitral  stenohiis  I 
may  take  the  case  of  Mr.  B.,  a  patient  of  Dr.  Johnson  of 
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Cambri(l<,'C  wlioiii  I  liad  seen  some  years  bctoic  for  neur- 
asthenia witli  irritable  heart,  to  whicli  he  was,  and  still  is, 
liable.  Dr.  Johnson  sent  liini  to  nic,  in  respect  of  a  call  to 
military  service,  with  a  note  of  a  faint  and  variable  pre- 
systolic murmur.  He  had  had  rheumatic  fever  but  with 
no  record  of  cardiac  affection.  The  first  souiul  was  sliort 
and  snappy,  but  his  heart  had  always  been  irritable,  and 
on  this  visit  I  couid  not  hear  any  murmur  unless  it  were, 
for  a  beat  or  two  after  putting  liim  through  some  exercises, 
a  very  ffeetin^^  presystolic  sound — so  fiectint;  as  to  bo  hard 
to  define  or  record.  The  heart's  dimensions  were  to  per- 
cvission  normal.  Wliile  muruuir  hunting  I  for<»6t  till  the 
last  moment  to  feel  for  a  thrill;  but  then  I  found  a  short 
apex  thrill  clearly  perceptible,  and  presystolic  in  time. 
Some  ten  days  later  I  examined  him  ajjain,  and  on  this 
occasion  a  presystolic  murmur  was  audible,  brief  and  soft 
but  decisive.  Oddly  enoui;h,  now  the  thrill  had  vanished ; 
again  and  again  I  tried  to  find  it  but  in  vain.  So  capricious 
is  this  disease  in  its  physical  signs,  and  so  elusive  are  its 
signs,  in  respect  of  military  service  or  of  life  insurance.  I 
am  not  as  yet  ready  to  accept  a  definite  distribution  of 
stenosis  murnuirs  into  early,  middle,  and  late.  Again,  a 
young  friend  of  mine,  very  active  both  in  mind  and  bodj', 
and  anxious  to  serve  in  the  army,  has  been  rejected  on 
two  occasions  for  "soldier's  heart."  He  has  a  slight  addi- 
tion to  the  short  first  sound  and  a  short  presystolic  thrill. 
He  has  never  had  rheumatic  fever  nor  other  ilbiess. 

We  have  had  a  complicated  illustration  of  this  phase  in 
the  Mount  Vernon  Hospital.  With  ])r.  Wilson  and  another 
colleague  I  examined  a  man  with  the  obvious  signs  of 
aortic  regurgitation.  The  (piestion  arose  whether  or  no 
a  divided  first  sound,  audible  at  the  ajiex  only,  signified 
a  reduplication  of  the  first  sound.  This  it  scarcely  seemed 
to  be ;  the  taps  were  too  close  and  the  first  one  too  light 
and  brief;  but  1  thought  I  recognized  in  it  such  a  split  in 


the  first  sound  as  I  liave  described.  The  carotid  beat 
being,  as  usual  in  sucli  cases,  only  too  definite,  we  were 
able  to  conclude  that  the  first  tap  of  the  duple.x  sound 
was  presystolic.  Following  this  up  wo  detected  a  pre- 
systolic tlirill,  short  and  light  but  quite  distinct. 

A  thrill  must  be  very  carefully  placed  and  timed,  for  in 
many  of  these  irritable  hearts  a  systolic  thrill  can  be  felt; 
perhaps  in  most  of  them  if  some  effort  be  ujade  just  before 
examination.  It  is  short  but  often  very  distinct  to  the- 
touch.  It  is  not  felt  about  the  base  of  tlie  heart,  and  is 
therefore  not  due  to  a  slack  aorta.  How  the  thrill  is 
generated  it  is  not  easy  to  sa\'.  Very  often  in  these  cases- 
a  systolic  murmur  at  the  apex  is  recorded,  an  alteration  of 
the  first  sound,  more  like  a  prolongation  of  it  with  somo 
change  of  quality  than  like  a  definite  nnumur  of  mitral 
regurgitation.  To  suggest  the  cause  of  this  thrill  is  but  to- 
guess ;  but,  if  I  may  guess,  my  suggestion  would  bo  that 
in  these  cases  the  papillary  nmscles  and  their  chords  may 
be  a  trifle  slack,  so  that  the  mitral  sheets  shiver  a  little  in 
the  current,  as  a  sail  shivers  when  the  boat  gets  near  the 
wind.  Such  a  quaver  would  be  transmitted  to  the 
ventricular  wall,  and  thence  to  the  thoracic.  In  such  a, 
condition  there  might  well  bo  a  minute,  inconstant,  and 
insignificant  regurgitation  also  ;  though  ordinarily  in  mitral 
regurgitation  there  is  no  thrill. 

In  conclusion,  1  hope  it  uuiy  not  be  luibecoming  in  me 
as  a  member  of  the  staff,  but  rather  an  onlooker  than  of 
effectual  service,  to  offer  my  tribute  of  praise  to  the  author 
of  this  Heport ;  a  brief  summary  of  infinite  pains,  of  his- 
own  and  of  those  of  his  colleagues  who  are  and  have 
been  on  resident  duty  at  the  hospital. 

Ri;pi:io:NrKS. 
1  Medical  Research  Comniittce's  Report  upon  Soldiers  returned  af^ 
Cases  of  "  Disordered  .Action  of  the  Heart.'  or  "  Valvular  Disease  ot 
the  Heart."    Spec.    Kept.    Ser..    No    8.      -Zeit.   f.    liiii.   Med.    -'See 
C.  Allbutt's  JHsnlnex  oj  the  Arteries,  ii,  475. 
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WouNus  of  the  chest  do  not  as  a  rule  reach  the  bases  in 
France  until  the  fourth  day  after  tlie  infliction  of  the 
wound,  except  in  periods  of  heavy  fighting,  then  they  may 
arrive  much  earlier,  that  is,  on  the  second  day.  The  ob- 
servations recorded  in  this  paper  deal  more  especially  with 
cases  observed  from  the  third  or  fourth  day  up  to  about 
three  weeks  after  the  occurrence  of  the  injury,  and  thus 
they  deal  with  only  a  portion  of  the  subject.  Gunshot 
wounds  of  the  chest  are  usually  divided  into  those  pene- 
trating and  involving  the  lungs  or  other  thoracic  viscera, 
and  the  non-penetrating,  although  it  is  not  always  possible 
to  bo  certain  during  life  that  an  apparent  non-penetrating 
wound  is  really  such.  Non-penetrating  wounds  may,  how- 
ever, give  rise  to  pleural  and  pulmonary  lesions,  and  in 
a  certain  jiroportiou  of  cases  of  simple  clean  perforating 
bullet  wounds  of  the  chest  the  positions  of  the  entry  and 
exit  wounds  suggest  that  the  bullet  does  not  only  pass 
through  tlu^  chest  but  ,also  through  the  lung,  nevertheless 
there  arc  no  signs  or  symptoms  indicating  the  jiresence  of 
either  air  or  fluid  in  the  pleura,  and  such  cases  may 
recover  rapi<lly  and  apparently  comjiletely.  I'leurisy  and 
empyema  are  the  most  common  jileural  lesions  produced 
by  wounds  of  the  chest  wall  not  involving  the  lung.  The 
pleurisy  is  often  at  first  dry,  but  not  uncommonly  an 
effusion  follows,  and  since  such  lesions  are  often  due  to 
streptococcal  infections  spreading  from  the  wound  track  in 
the  (Oiest  wall  to  the  pUuira,  ail  empyema  of  the  usual  type 
develops  and  requires  the  usual  treatment. 

Haemoptysis,  haeniorrhagic  infiltration  of  the  lungs,  and 
pneumonia  of  a  sei)tic  bronchopneumonic  type  are  the 
juilnionary  lesions  that  may  follow  on  a  wound  limited 
to  tli(!  chest  wall.     In  addition   to  these,  collapse  of  the 


lung  of  a  massive  typo  may  occur  on  tiic  side  opposite  to 
the  injury  even  when  the  latter  causes  no  pleural  or 
pulmonary  lesion  on  the  side  injured.  The  haemoptysis 
and  the  septic  iincumonia  are  botli  directly  associated  with 
the  bruising  and  consequent  bleeding  into  the  lung  pro- 
duced by  the  impact  of  the  missile  cm  the  chest  wall  and 
the  resulting  injury  to  the  chest  wall  anti  lung.  The 
haemoptysis  may  not  only  be  severe,  but  may  also  run 
a  long  course,  and  some  of  the  most  severe  cases  of 
haemoptysis  seen  by  the  writer  in  a  very  large  series  of 
chest  cases  were  those  in  which  the  missile  only  bruised 
the  chest  and  had  not  only  not  produced  any  wound,  but 
where  there  was  no  (n'ideuce  of  any  fractured  ribs. 

The  bruised  and  blood  infiltrated  lung  is  very  prone 
to  become  infected  either  from  the  lung  or  by  the  spread 
of  infection  from  the  wound  track  in  the  chest  wall,  and 
hence  pneumonia  of  septic  or  of  a  bronchopneumonic  type 
develoiis.  In  some  cases  wounds  of  the  chest  wall  lay 
open  the  pleural  cavity  but  do  not  involve  the  lung,  a 
])ortioii  ot  the  chest  wall,  more  especially  in  its  lower 
parts  or  at  the  back,  is  carried  away  and  a  gaping  hole, 
often  of  considerable  size,  is  k'ft.  In  such  cases  the  hiiig 
does  not  as  a  rule  undergo  complete  colla])se.  although 
the  pleural  cavity  is  in  free  communication  with  the  air. 
Ill  fact,  the  volume  of  the  lung  seems  to  approximate  to 
that  seiMi  after  death  wlii'U  the  pleura  is  open,  and  there- 
fore the  pulmonary  collapse  is  markedly  less  than  that 
seen  in  ordinary  pneumothorax  where,  as  is  well  known, 
very  complete  collapse  occurs,  yet  in  the  latter  cases  the 
intrapleural  pressure  may  not  be  above  that  of  the 
atmosphere. 

reuetrating  wounds  of  the  chest  usually  produce  one  or 
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more  of  the  following  conditions  :  subcutaneous  emphy- 
sema, haeniothorax,  pneumothorax,  laceration  of  the  lung. 
These  conditions  may  not  only  arise  where  tlie  wound  is 
one  obviously  involving  the  chest,  or  where  the  wound  of 
entry  is  near  the  chest — for  example,  the  neck  or  the 
abdomen  especially  in  its  upper  part ;  but  wounds  in 
other 'regions — for  example,  the  face  or  arm — may  also 
give  rise  to  haemothorax  or  pneumothoiax  from  the 
course  of  the  bullet  being  peculiar  owing  to  the  position 
of  the  soldier  at  tlie  moment  he  is  struck.  In  such  cases 
there  is  often  only  a  wound  of  entry,  and  this  may  be 
small  and  inconspicuous,  but  yet  a  large  haemothorax  or 
■even  a  pneumothorax  may  be  present. 

Further,  in  wounds  of  the  chest  the  haemothorax  or 
pneumothorax  may  be  on  the  side  opposite  to  the  wound 
of  entry ;  the  missile  taking  an  oblique  course  may  enter 
on  one  side,  more  especially  in  wounds  of  the  back,  and 
follow  such  a  course  that  it  does  not  open  tlie  pleural 
■cavity  on  the  side  of  entry,  although  opening  that  on  the 
opposite  side  without  or  with  a  wound  of  exit.  Again,  in 
some  instances  a  bullet  may«  enter  and  leave  the  pleural 
cavity  on  one  side  without  causing  any  appreciable  lesion 
on  that  side,  and  yet  so  wound  the  pleura  and  lung  on  tlie 
opposite  side  as  to  cause  marked  lesions. 

Bilateral  haemothorax  is  sometimes  seen  as  a  result 
of  a  single  wound  the  track  of  which  is  transverse  or 
oblique,  and  haemopericardium  may  occur  in  association 
with  either  unilateral  or  bilateral  haemothorax. 

Unilateral  wounds,  however,  may  cause  bilateral  effects 
owing  to  the  development  of  contralateral  collapse  or 
contralateral  pneumonia. 

The  subcutaneous  or  so-called  surgical  emphysema  so 
often  present  in  chest  wounds  is  usually  limited  to  the 
vicinity  of  the  wound  or  to  an  area  of  the  chest  wall 
■adjacent  of  variable  size.  In  exceptional  instances  its 
distribution  is  more  extensive,  and  it  may  sometimes 
involve  not  only  the  trunk  but  even  the  whole  body, 
including  the  face  and  extremities. 

Haemothokax. 

t  Haemothorax   is  the   most   coiimion   result  of    a  chest 

■wound  ;  both  pueumohaemothorax  and  pneumothorax  are 
relatively  rare,  and  in  a  series  of  328  cases  of  gunshot 
wounds  of  the  chest  only  8  cases  of  the  former  and  4  cases 
of  the  latter  were  observed.' 

The  haemothorax  may  be  either  sterile  or  infected,  and 
if  the  latter  the  infection  may  bo  either  early  or  late.  If 
early,  the  infection  occurs  within  the  first  few  days  after 
the  infliction  of  the  wound,  and  is  doubtless  dependent 
upon  infective  material  being  not  only  carried  in  with  the 
missile,  but  directly  infecting  the  effused  blood  generally 
■and  rapidly.  In  such  cases  exploration  of  the  haemothorax 
reveals  the  presence  of  organisms  in  the  fluid  withdrawn. 
Infection,  however,  may  occur  later,  that  is,  in  the  second 
or  third  week  after  the  receipt  of  the  wound.  Such  cases 
may  at  first  run  the  course  of  a  sterile  haemothorax,  with 
but  few  symptoms,  and  the  fluid  removed  by  paracentesis 
may  fail  to  show  the  presence  of  any  organisms.  Suddenly 
urgent  symptoms,  such  as  increasing  fever,  dyspnoea,  pain, 
rapid  pulse  and  jaundice,  arise,  and  paracentesis  then  reveals 
the  presence  of  organisms  in  the  fluid  withdrawn.  The 
infection  may  be  more  or  less  localized,  and  more  especially 
so  in  the  lower  portions  of  the  chest,  and  in  such  cases 
paracentesis  may  yield  different  results  according  to  the 
site  explored ;  at  one  spot  a  sterile  fluid  may  be  obtained 
and  at  another  at  no  great  distance  from  the  first  a  fluid  of 
a  totally  different  character  containing  abundant  organisms. 
This  is  especially  the  case  with  anaerobic  bacillary  infec- 
tions. It  is  probable  that  in  many  cases  the  explanation 
of  the  rapid  development  of  the  clinical  picture  of  infection, 
in  the  course  of  what  seemed  for  some  days  to  bo  a  case  of 
simple  sterile  haemothorax,  is  to  be  sought  in  the  fact  that 
the  infecting  agent,  that  is,  fragment  of  clothing,  etc.,  was 
shut  off  by  blood  clot,  from  tlie  general  mass  of  haemo- 
thorax fluid  in  the  chest.  Later,  owing  to  the  spread  of 
infection  through  the  clot,  the  haemothorax  becomes 
infected  as  a  whole,  and  hence  the  rapid  development  of 
urgent  and  very  dangerous  symptoms.  In  a  series  of  450 
cases  of  haemothorax  observed  by  Bradford  and  Elliott 
infection  was  present  in  117 — that  is  to  say,  roughly,  in  25 
per  cent. ;  and  Captain  H.  Henry,  who  carried  out  the 
bacteriological  investigation,  found  that  lung  organisms 
such  as  the  pneumococcus,  B.  ivjlncn.-.ac  n.iu\  M.  tctnigcnns, 

^       wore  present  in  some  20  per  cent,  of  the  infected  cases,  and 


that  in  the  remaining  80  per  cent,  streptococci,  staphylo- 
cocci, and  anaerobic  gas  forming  bacilli  were  found. 

In  approximately  50  per  cent,  of  the  infected  cases 
anaerobic  bacilli,  either  alone  or  in  association  with  cocci, 
were  present;  hence  it  would  seem  that  infection  of  a 
haemothorax  is  mucli  more  frequently  derived  from  the  skin 
or  clothing  than  directly  from  the  lung.  In  some  instances 
the  pleural  infection  arises  from  direct  extension  from  the 
infected  wound  track  in  the  chest  wall,  and  such  a  mode 
of  spread  may  lead  to  the  development  of  pleural  and 
pulmonary  complications  in  cases  of  wounds  limited  to  the 
chest  wall,  and  not  directly  involving  either  the  pleura  or 
the  lung. 

Henry  and  Elliott^  have  studied  the  morbid  anatomy  of 
wounds  of  the  chest  in  a  scries  of  100  cases  observed  in 
hospital  at  one  of  the  bases  in  France.  Tliese  observations 
deal  only  with  cases  that  succumbed  from  the  third  day  to 
the  third  week  after  the  infliction  of  the  wound,  and  one 
of  the  most  striking  facts  ascertained  was,  that  within 
these  limits  of  time,  death  from  haemorrhage  as  a  result  of 
a  wound  of  the  chest  was  very  rare.  Thus,  in  a  series  of 
78  fatal  cases  of  simple  haemothorax  there  were  70  in 
which  either  infection  or  an  additional  visceral  complica- 
tion, or  both,  were  present.  In  the  remaining  eight  cases, 
where  death  might  have  been  due  to  haemorrhage, 
purulent  bronchitis  was  present  in  three,  and  in  four 
cases  no  record  existed  as  to  whether  sepsis  was  present 
or  not,  thus  leaving  only  one  case  in  which  haemorrhage 
alone  could  be  definitely  asserted  to  be  the  sole  cause  of 
death. 

Septic  infection  is  by  far  the  most  frequent,  and  there- 
fore the  most  important,  cause  of  death  in  cases  of  haemo- 
thorax that  survive  the  first  few  days  immediately 
following  the  wound. 

Secondary  haemorrhage  is  also  extremely  rare,  and  in 
this  series  of  100  fatal  cases  only  three  instances  were 
recorded ;  in  two  cases  the  haemorrhage  took  place  into 
the  pleural  cavity,  and  in  one  a  fatal  haemoptysis  occurred 
from  a  vessel  in  the  vicinity  of  a  small  abscess  in  the  lung 
round  a  fragment  of  shell.  The  writer  has  only  seen  one 
other  instance  of  fatal  haemoptysis  due  to  secondary 
haemorrhage  in  the  course  of  observations  on  many 
hundred  cases  of  gunshot  wound  of  the  chest,  and  here 
also  it  was  due  to  the  lesions  produced  by  a  fragment  of 
shell  embedded  in  the  lung. 

The  more  important  points  in  the  morbid  anatomy 
of  haemothorax  are  the  following  :  The  degree  of  collapse 
of  the  lung,  and  especially  of  the  lower  lobe,  is  very 
marked,  and  would  seem  often  to  be  greater  in  amount 
than  that  usually  seen  in  pleural  effusions.  The 
over-distension  and  so-called  emphysema  of  the  upper 
portion  of  the  lung  above  the  fluid  is  certainly  far 
greater  than  that  seen  in  cases  of  pleural  effusion. 
The  anterior  part  of  the  upper  lobe  of  the  lung  is  fre- 
quently pressed  up  against  the  chest  wall,  and  the 
anterior  margin  of  the  lung  frequently  extends  beyond  the 
middle  line.  There  may  bo  a  line  of  loose  fibrinous 
adhesions  gluing  the  surface  of  the  lung  to  the  chest  wall 
at  the  upper  limit  of  the  effused  bloood.  The  parietal 
pleura  in  the  area  corresponding  to  the  effused  blood  is 
coated  with  a  layer  of  fibrin  one-eighth  to  one-quarter  of 
an  inch  thick,  and  the  surface  of  the  collapsed  lung  is 
similarly  covered  to  a  greater  or  less  extent  with  a  layer 
of  fibrin.  The  collapsed  lung  on  the  side  of  the  haemo- 
thorax rarely,  if  ever,  presents  signs  of  inflammation 
except  in  the  immediate  vicinity  of  the  wound  track 
in  the  lung  or  round  any  retained  foreign  body. 
Pneumonic  consolidation  is  not  found  in  the  lung 
beneath  the  haemothorax.  Purulent  bronchitis  may 
be  present  not  only  in  the  contralateral  lung  but  also 
in  the  emphysematous  portion  of  the  lung  on  the  side  of 
the  haemothorax,  but  above  the  fluid.  The  great  collapse 
of  the  lung  would  seem  to  be  not  only  a  safeguard  against 
further  haemorrhage  in  cases  where  the  lung  is  wounded, 
but  also  a  very  efficient  protection  against  the  develop- 
ment of  inflammatory  complications.  There  is  some  evi- 
dence to  suggest  that  wounds  of  the  apices  of  the  lungs — 
that  is.  the  portion  that  would  collapse  last — are  asso- 
ciated with  large  collections  of  bloody  fluid  in  the  pleural 
cavity. 

The  bloody  fluid  present  in  the  chest  in  cases  of  haemo- 
thorax consists  in  the  main  of  defibrinated  blood — that  is, 
a  mixture  of  serum  and  blood  corpuscles,  often  presenting 
to  the  eye  a  considerable  resemblance  to  blood,  but  differing 
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from  it  in  that  it  does  not  usually  unders^o  massive 
clotting  after  reuioval  from  the  chest.  The  parietal  and 
visceral  pleurae  arc  covered  to  a  f;reater  or  less  extent  with 
a  layer  of  fibrin,  and  it  is  probable  that  the  defibrination 
of  the  blood  occurs  as  a  result  of  the  movements  im- 
parted to  it  by  the  respiratory  and  cardiac  movements,  and 
that  it  usually  takes  place  very  soon  after  the  blood  is  poured 
out  into  the  chest.  Direct  experiment  lias  shown  that  the 
bloody  Huid  iu  haemothorax  contains  no  fibrinogen,  and 
lience,  that  although  it  resembles  blood  to  the  eye,  clotting 
lias  really  taken  place,  and  that  it  is  in  reality  detibrinated 
blood  (Elliott  and  Henry). 

Even  in  cases  of  sterile  haemothorax  the  whole  of  the 
fluid  in  the  chest  is  not  defibrinated  blood.  This  is  shown 
by  two  facts:  first,  the  cell  content  of  the  fluid  is  different 
from  that  of  defibrinated  blood  in  that  an  increased  number 
of  lymphocytes  may  be  present  together  with  endothelial 
cells,  eosinophile  cells  sometimes  in  considerable  numbers, 
and  marrow  cells  ;  secondly,  the  (juantity  of  fluid  is  some- 
times very  large,  that  is,  four  to  five  pints,  and  even  then 
the  patient  may  not  show  any  gross  or  obvious  signs  of 
anaemia.  Hence  it  is  evident  that  there  is  some  pleural 
exudate  as  a  seijuel  to,  and  result  of,  the  presence  of  the 
blood  ill  the  pleural  cavity.  In  some  cases  further  evidence 
of  the  presence  of  pleural  exudate  is  afforded  by  the  occur- 
rence of  a  slight  and  peculiar  clotting  in  tlio  fluid  removed 
from  the  chest  by  paracentesis.  This  clotting  resembles 
that  seen  in  the  Huid  of  ordinary  pleural  effusions,  but 
differs  from  it  in  that  the  coagulum  contains  abundant  red 
corpuscles.  This  clot,  although  containing  red  corpuscles, 
is  often  scanty  and  generally  gelatinous  in  consistence,  and 
hence  quite  different  in  api)earance  from  the  clot  formed 
from  normal  entire  blood.  The  superficial  resemblance  of 
this  "  secondary  clotting,"  as  it  is  termed  by  Elliott  and 
Henry,  to  true  clotting  is  readily  explained,  inasmuch  as 
the  pleural  exudate  has  added  coagulable  material  to  the 
defibrinated  blood  present  in  the  pleural  cavity  and  the 
abundant  red  corpuscles  present  have  been  entangled  to  a 
greater  or  less  extent  in  the  coagulation.  In  a  small  number 
of  cases  defibrination  of  the  extravasated  blood  would  seem 
not  to  occur,  and  paracentesis  then  reveals  the  presence  of 
a  mass  of  soft  jelly-like  clot  that  blocks  the  needle  and 
prevents  satisfactory  aspiration  ;  presumably  in  such  cases 
more  or  less  massive  clotting  has  takiui  place. 

In  infected  haemothorax  the  pleural  exudate  is  much 
more  abundant,  and  hence  uuiuerous  polymorphonuclear 
leucocytes  are  found  on  microscopic  examination,  and  the 
fluid  removed  by  exploratory  punctur{!  ma}'  yield  a  deposit 
of  pus  visible  to  the  naked  eye.  The  fluid  itself  is  often  of 
a  crimson  colour  from  the  haemolysis  that  has  taken 
place.  JIassive  clotting  would  also  seem  to  be  more 
common  in  infected  cases,  since,  both  at  operations  and  in 
the  jiosl-iiioi-leiii  room,  large  clots  may  be  found,  especially 
in  the  lower  part  of  the  pleural  cavity  between  the 
diaphragm  and  the  chest  wall,  and  also  iu  the  vertebral 
groove.  In  these  infected  cases  the  inflammatory  exudate 
is  apt  to  be  poured  out  raiiidly,  and  a  sudden  considerable 
increase  in  the  amount  of  fluid  in  tlu^  chest  is  often  strong 
clinical  evidence  of  the  presence  of  infection,  since,  as 
mentioned  above,  secondary  haemorrhage  into  the  pleural 
cavity  in  haemothorax  is  very  rare,  and  then  only  occurs 
in  infected  cases.  In  sterile  cases  there  is  neither 
secondary  haemorrhage  nor  a  sud<len  copious  effusion  to 
cause  any  sudden  great  increase  in  the  amount  of  fluid 
Xn-esent  in  the  pleural  cavity.  In  a  considerable  proportion 
of  these  infect(!d  cases  there  is  not  only  a  rapid  pouring 
out  of  inflammatory  exudate,  but,  in  addition,  there  is  gas 
formation,  owing  to  the  infection  Ix'ing  deiiendent  upon  the 
presence  of  anaerobic  gas-producing  organisms.  The  de- 
velopment of  gas  is  often  very  rapi<l,  and  such  cases  may 
present  very  urgent  signs  and  symptoms  that  increase 
rapidly  in  the  course  of  a  few  hours.  In  others  the 
clinical  picture  is  much  less  urgent,  and  in  a  few  only 
slight  symptoms  are  present,  and  the  eoiulition  is  only 
ap]u-eciated  after  can.'ful  exainination. 

The  gas  may  Ix;  tree  in  th(!  jileural  cavity,  associated 
with  very  considerable  collapse  of  the  lung,  and  a 
variable  hut  usually  large  amount  of  haemothorax  fluid. 
In  other  instances  the  conditions  are  more  peculiar; 
the  collection  of.  gas  is  localized  above  the  haemo- 
thorax Huid,  and  below  the  emphysematous  over-dis- 
ten<led  upper  lobe  of  the  lung.  The  loose  fibrinous 
adhesions  at  the  upper  level  of  the  fluid  in  the  thorax  are 
probably  sufficient  to  tether  the  upper  lobe  to  the  chest 


wall,  but  whether  this  be  the  correct  explanation  of  the 
non-collapse  of  the  entire  lung  or  no,  the  fact  remains  that 
the  gas  forms  a  localized  collection  above  the  Huid  of  the 
haemothorax  and  below  the  non-collapsed  portion  of  the 
lung.  Such  localized  collections  of  gas  are  usually  in  the 
lateral  or  postero- lateral  regions  of  the  chest,  and  more 
especially  in  its  lower  portions.  The  gas  is  usually 
offensive,  and  has  either  a  definite  faecal  smell  or  else 
that  of  rotten  eggs.  It  is  often  present  under  considerable 
pressure,  and  in  the  poHi-tiiortiin  room,  if  a  cannula  is 
inserted,  the  gas  issuing  from  it  readily  burns,  when  lighted, 
with  a  bluish  flame.  In  cases  of  this  type  there  is  often 
considerable  displacement  of  the  heart,  and  this  displace- 
ment may  develop  with  great  rapidity — that  is,  2  in.  in 
twenty-four  hours.  In  cases  where  the  gas  is  free  in  tlie 
pleural  cavity,  the  clinical  picture  is  that  of  pneumothorax 
or  pyopneumothorax;  and  where  the  condition  develops 
ra|)idly  the  symptoms  are  apt  to  bo  urgent  and  the  error 
may  be  made  of  regarding  the  case  as  one  of  progressive 
pneumothorax,  wdiereas  in  reality  the  phenomena  are  due 
to  the  rapid  formation  of  gas  under  pressure  as  the  result 
of  infection  of  the  haemothorax  fluid. 

In  infected  haemothorax  the  deposit  on  the  surface  of 
the  collapsed  lung  is  much  more  abundant  ami  thicker 
than  in  sterile  ca.ses,  as  a  thick  layer  of  lymph  more  or 
less  organized  is  often  present.  This  is  of  considerable 
imiiortance,  inasmuch  as  this  deposit  hampers  the  subse- 
(pient  re-expansion  of  the  lung  after  the  removal  of  the 
fluid  by  drainage  of  the  pleura.  The  longer  the  delay  in 
draining  the  pleura  in  such  cases  the  greater  is  the 
organization  of  this  deposit,  and  therefore  there  is  much 
risk  of  permanent  incomplete  expansion  of  the  lung.  The 
deposit  on  the  pleura  not  only  causes  the  re-expansion  of 
the  lung  to  take  place  more  slowly  but  also  less  ))erfectly, 
hence  it  is  most  important  that  cases  of  infected  haemo- 
thorax should  be  treated  and  thoroughly  drained  at  the 
(earliest  possible  moment.  Bilateral  haemothorax  is  not 
very  uncommon,  and  such  collections  are  usually  of  small 
or  moderate  size;  they  may  be  either  sterile  or  infected, 
and  cases  have  occurred  of  bilateral  infected  haemothorax 
that  have  recovered  after  drainage  of  both  pleural  cavities. 
In  bilateral  haemothorax  one  side  may  be  sterile  and 
the  other  infected,  and  recovery  has  here  taken  place 
after  aspiration  of  the  sterile  and  drainage  of  the  in- 
fected haemothorax.  Bilateral  haemothorax  la.ay  be 
associated  with  haemopericardium,  or  in  infected  cases 
pericarditis  may  occur  as  a  complication.  The  peri- 
carditis seen  in  eases  of  infected  haemothorax  is 
probably  usually  of  streptococcal  origin,  but  in  some 
instances  an  anaerobic  infection  of  the  pericardium  may 
occur  and  then  very  striking  physical  signs  maj'  be 
present  owing  to  the  presence  of  gas  and  fluid  in 
the  pericardial  sac.  Two  such  cases  have  falleiii 
under  the  observation  of  the  writer  and  both  recovered 
after  opening  and  draining  the  pericardium.  In  one  the 
condition  was  recognized  as  the  result  of  the  percussion 
of  the  pericardial  area  yielding  a  tympanitic  note  when 
previously  a  dull  note  due  to  th(!  presence  of  effusion  in 
the  pericardium  had  been  present.  Pericarditis  probably 
only  occurs  iu  infected  eases,  although  pericardial  friction 
.■mil  the  signs  of  fluid  in  the  peric'ardium  may  he  detected 
iu  cases  of  sterile  haemothorax,  where,  in  addition  to  the 
pleural  lesion,  there  is  also  the  probability  of  injury  to  the 
pericardium  and  wdicre  .r-ray  examination  may  reveal  the 
presence  of  a  bullet  in  close  proximity  to  the  heart.  The 
accurate  diagnosis  of  such  cases  is  often  difficult,  but  it  is 
probable,  inasmuch  as  they  often  have  no  symptoms  in- 
dicative of  pericarditis,  and  they  recover,  that  the  peri- 
cardial physical  signs  are  due  to  the  presence  of  a  haemo- 
pericardium rather  than  to  a  iiericarditis  with  effusion. 
in  the  infected  cases  the  presence  of  pericarditis  is  a  very 
serious  complication  ;  in  some  there  is  merely  greasy  lymph, 
in  others  a  moderate  effusion,  or  where  an  anaerobic  in- 
fection is  present  the  pericardium  may  contain  g^is  as  well 
as  an  effusion.  If  tho  effusion  is  at  all  large  in  amount  it 
is  usually  situated  in  the  posterior  jiart  of  the  peric.irdium, 
and  is  tluu'efore  liable  to  produce  some  degree  of  pressur(! 
on  and  collapse  of  the  lower  lobe  of  the  left  lung,  in  very 
large  effusions  the  transverse  diameter  of  the  perirardium 
is  greatly  incri^ased.  WIkmi  the  effusion  is  posterior  in 
])osition,  the  heart  may  still  remain  in  partial  contact  with 
the  chest  wall  anteriorly,  and  thus,  owing  to  the  per- 
sistence of  friction  the  presence  of  even  a  large  effusion 
may  be  overlooked. 
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Complications. 

The  complications  directly  associated  with  haemothorax 
are  few  and  are  most  freijuently  seen  in  cases  of  infected 
haemothorax.  Purulent  bronchitis,  pneumonia,  pleurisy, 
massive  collapse  of  the  lung,  and  pericarditis  are  the  most 
common  complications.  Abscess  and  gangrene  of  the  lung 
may  occur,  but  these  are  dependent  not  on  the  haemo- 
thorax but  on  pulmonary  lesions  produced  by  the  missile. 
One  case  of  meningitis  due  to  streptococcal  infection  in 
association  with  an  infected  haemothorax  has  fallen  under 
my  observation,  but  no  case  of  cerebral  abscess. 

The  relation  of  purulent  bronchitis  to  haemothorax  is 
often  very  doubtful,  as  it  occurs  so  frequently  apart  from 
wounds,  but  many  patients  give  a  history  that  is  suggestive 
of  the  onset  of  the  bronchitis  after  the  wound,  although 
even  in  these  it  may  be  dependent  on  exposure.  One  of 
the  most  striking  features  of  its  distribution  is  its  absence 
in  that  portion  of  the  lung  that  is  collapsed  beneath  the 
haemothorax  effusion.  Pneumonia,  in  various  forms,  may 
be  present,  but  is  not  common,  and  here  again  the  collapsed 
lung  on  the  side  of  the  haemothorax  is  not  involved.  It 
may  occur  on  the  side  opposite  to  the  haemothorax,  but 
care  must  be  taken  in  the  diagnosis,  as  the  physical  signs 
of  massive  collapse  present  great  resemblance  to  those  of 
pneumonia,  and,  as  will  be  mentioned  later,  contralateral 
collapse  in  cases  of  unilateral  chest  wounds  is  of  quite 
frequent  occurrence.  There  is,  however,  clear  evidence 
from  autopsy  that  pneumonia  on  the  side  opposite  to  the 
wound  may  occur  in  haemothorax.  Septic  broncho- 
pneumonia is  common  in  wounds  of  the  chest  wall  not 
accompanied  by  haemothorax,  where,  as  a  result  of  the 
impact  of  the  missile,  the  lung  is  bruised  and  haemorrhage 
into  its  substance  has  occurred.  Pleurisy,  often  dry,  is 
also  not  uncommon  on  the  side  opposite  to  the  haemo- 
thorax ;  this  occurs  most  often  in  infected  haemothorax, 
but  some  instances  have  been  seen  where  there  was  no 
bacteriological  proof  that  the  haemothorax  was  infected. 
Pleurisy  of  a  serious  type,  and  often  progressing  to 
empyema,  occurs  as  a  result  of  injuries  to  the  chest 
wall  of  a  tangential  character  and  associated  often  with 
fracture  of  one  or  more  ribs.  Septic  bronchopneumonia 
may  coexist  in  such  cases.  The  contralateral  pleurisy  is 
especially  prevalent  in  cases  of  streptococcal  infection 
of  haemothorax,  and  may  also  progress  to  effusion  and  the 
formation  of  an  empyema.  Such  cases  are  necessarily 
very  serious,  and  if,  as  is  not  infrequent,  pericarditis 
is  aJso  present  they  are  of  the  utmost  gravity. 

Source  of  thb  Haemorrha(;e  in  Haemothorax. 
There  is  some  difference  of  opinion  as  to  whether  the 
injury  to  the  chest  wall,  or  that  of  the  lung,  is  the  more 
common  cause  of  the  haemorrhage  into  the  pleural  cavity, 
and  it  is  not  possible  to  dogmatize  on  this  subject,  ilorbid 
anatomy  does  not  yield  any  direct  evidence  of  the  bleeding 
having  arisen  from  the  chest  wall,  but  it  is  obvious  that  it 
would  be  very  difficult  to  exclude  the  possibility  of  the 
wound  of  an  intercostal  vessel.  On  the  other  hand,  it  is 
not  unusual  to  find  direct  evidence  of  blood  coagulation  in 
the  track  produced  by  the  missile  in  its  passage  through 
the  lung,  and  the  wall  of  the  track  is  also  infiltrated,  to  a 
varying  depth,  by  extravasated  blood.  Henry  and  Elliott 
record  in  their  series  four  cases  of  perforating  wounds  of 
the  lower  chest  wall  involving  the  pleural  cavity  below 
the  area  occupied  by  the  lung  and  not  wounding  the  lung, 
and  where  no  haemothorax  existed.  Many  instances  of 
extensive  injury  to  the  chest  wall  opening  the  pleura  have 
been  seen  where  the  lung  itself  was  not  involved,  and 
where  no  haemothorax  was  present.  The  great  rarity  of 
secondary  haemorrhage  in  cases  of  haemothorax  is  also  in 
favour  of  the  pulmonary  origin  of  the  bleeding,  since  the 
collapse  of  the  lung  associated  with  the  haemothorax 
tends  not  only  to  check  haemorrhage  directly  but  also 
to  prevent  secondary  haemorrhage  owing  to  the  rarity 
of  septic  inttammations  in  collapsed  lung.  It  is  probable, 
therefore,  that  in  the  great  majority  of  cases  of 
haemothorax  the  source  of  the  bleeding  is  the  injury  to 
the  lung,  although  cases  may  be  seen  occasionally  where 
the  haemorrhago  is  derived  from  a  vessel  in  tlie  chest 
wall,  such  as  an  intercostal  or  the  internal  mammary 
artery,  or  one  of  the  big  vessels  at  the  root  of  the  neck. 
Injuries  of  the  great  vessels  of  the  neck  sometimes  coexist 
with  haemothorax;  aneurysm  of  the  innominate  artery  has 
been  seen  in  association  with  pneumo-haemothorax.but  in 
such  cases  it  is  probable  that  the  haemothorax  is  really 


independent  of  the  arterial  lesion  and  due  to  other  pul- 
monary lesious,  and  the  haemothorax  or  pneumo-haemo- 
thorax  may  be  on  the  opposite  side  to  that  of  the  arterial 
lesion. 

In  rare  instances  the  haemothorax  fluid  contains,  in 
addition  to  blood,  bile.  The  bile  is  derived  from  the 
wound  track  involving  the  liver,  and  in  such  cases  the 
bile  may  reaccumulate  in  the  pleural  cavity  after  para- 
centesis has  been  performed  and  the  haemothorax  fluid 
drawn  off.  IJepeated  paracentesis  may  be  required 'to 
draw  off  the  reaccumulations  of  bilious  fluid,  and  it  is 
remarkable  that  jaundice  does  not  necessnrilj-  develop  in 
such  cases,  although  the  amount  of  bile  present  in  the 
pleural  cavity  may  be  very  large.  This  is  further  evidence 
that  the  pleural  cavity  iu  cases  of  haemotliorax  does  not 
readily  absorb  fluid,  and  the  lack  of  absorptive  power  is 
probably  iu  part  dependent  upon  the  fibrinous  coating  on 
its  surface,  and  in  part,  perhaps,  on  the  lack  of  efficient 
respiratory  movement  on  the  injured  side.  In  one  case 
there  was  evidence  of  the  presence  of  stomach  contents  iu 
the  haemothorax  fluid. 

Stoxs  ANi>  Symptoms  of  Haemothorax. 

Dyspnoea,  although  often  at  first  urgent,  diminishes 
rapidly,  and  even  when  the  quantity  of  fluid  in  the  chest 
is  large — that  is,  oier  three  pints — it  is  not  usually  a  marked 
feature  after  the  first  three  days.  It  is.  however,  greatly 
increased  by  exertion  and  movement,  and  hence  many 
patients  on  arrival  at  a  base  hospital  after  a  long  jouruey 
often  have  considerable  dyspnoea  and  distress  for  twenty- 
four  hours.  Jloderate  pyrexia  is  usually  present,  and  it 
may  rise  to  103  F. ;  but  the  pulse  is  not  much  accelerated, 
and  is  usually  under  lOOr  and  the  patient  does  not  have 
much  distress  unless  cough  is  severe,  frequent,  and  painful. 
The  continued  presence  of  high  fever,  pain,  distress,  rapid 
pulse,  and  furred  tongue  should  always  suggest  the  possi- 
bility of  the  haemothorax  being  infected,  and  a  sample  of 
the  fluid  should  be  removed  with  an  exploring  syringe 
without  delay  in  order  to  determine  this  point  by  bacterio- 
logical methods.  Jaundice  is  an  important  sign,  as,  if 
marked,  it  is  a  characteristic  sign  of  infection,  and  more 
especially  infection  with  anaerobic  bacilli.  In  simple 
sterile  haemothorax  only  a  slight  icteric  tinge  is  present 
in  the  conjunctiva,  but  iu  anaerobic  infections  a  deep 
yellow  laundice  involving  the  skin  generally  develops, 
often  with  great  rapidity.  Such  a  jaundice  is  often  mis- 
interpreted as  indicating  a  wound  of  the  liver,  especially 
when  the  wound  is  iu  the  lower  chest,  but  jaundice  is 
quite  exceptional  in  liver  wounds,  whereas  it  is  a  very 
characteristic  sign  of  infected  wounds,  and  especially  of 
anaerobic  infections.  It  may  also,  of  course,  be  seen  in  the 
course  of  streptococcal  infections. 

The  physical  signs  produced  by  haemothorax  present 
considerable  variety  and  often  are  very  difiicult  to  interpret. 
They  are  much  more  complex  than  those  usually  regarded 
as  characteristic  of  simple  iileural  effusion. 

One  outstanding  sign,  eiisiiy  demonstrated  bj-  percussion 
and  confirmed  by  ./-ray  examinotion,  is  that  the  diaphragm 
on  the  affected  side  is  much  higher  than  normal.  Tlie 
high  level  of  the  diaphragm  is  most  easily  demonstrated 
in  left-sided  haemothorax,  since  then  the  tympanitic  iier- 
cussion  note  due  to  the  stomach  resonance  is  readily 
obtained  high  up  in  the  axilla,  and  also  in  the  anterolateral 
region  of  the  chest.  In  some  instances  this  tympanitic 
stomach  resonance  may  reach  so  high  a  level  as  to  merge 
into  the  area  of  skodaic  resonance  in  the  infraclavicular 
region  above  the  level  of  the  fluid,  and  unless  care  is  taken 
a  mistaken  diagnosis  of  pneumothorax  may  readily  be 
made.  .V-ray  examination  often  reveals  that  the  diaphragm 
is  not  only  high  but  also  immobile.  The  skodaic  lesouance 
obtained  iu  the  upper  chest  above  the  level  of  the  fluid  is 
usually  much  more  marked  and  much  more  extensive  in 
its  distribution  than  that  jn-esent  in  orilinary  pleural 
effusion,  and  not  infreijuently  extends  beyond  the  middle 
line,  and  this  fact  again  is  liable  to  lead  to  confusion  of  the 
condition  with  pueumotliorax.  The  distribution  of  the 
skodaic  resonance  is  confirmed  by  the  observations  on  the 
morbid  anatomy,  as  these  show  that  the  upper  portions  of 
the  lung,  especially  anteriorly,  are  greatly  over-distended 
and  enqjliysematous,  and  that  quite  frequently  the  upper 
lobe  is  so  over-distended  as  to  extend  well  beyond  the 
mid-sternal  line. 

The  high  level  of  the  diaphragm,  notwithstanding  the 
presence  of  a  large  amount  of  fluid  in  the  chest,  anil  the 
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very  extensive  and  marketl  skodaic  pheuomena  are  two 
strikiuf^  features  of  liaeuiotliorax  and  are  in  contrast  to 
what  obtains  in  simple  pleural  effusion.  Over  the  area 
occupied  by  the  fluid,  blowing  tubular,  or  even  cavernous, 
breath  sounds  are  frequently  heard  on  auscultation.  They 
arc  not  only  more  marked  than  those  occasionally  heard 
over  pleural  effusions,  but  they  are  also  heard  over  a  much 
larger  area,  instead  of  being  limited,  as  in  pleural  effusion, 
to  a  small  area  in  the  vicinity  of  the  angle  of  the  scapula. 
Bronchophony  and  oegophouy  are  also  well  marked  and 
very  detinite ;  pectoriloquy  is  by  no  means  rare.  The 
physical  signs  thus  often  present  a  more  or  less  clear 
resemblance  to  those  usually  regarded  as  characteristic  of 
pneumonic  consolidation,  and  it  is  not  surprising  that 
in  a  considerable  number  of  cases  where  haemothorax  is 
present,  the  erroneous  diagnosis  of  so-called  traumatic 
pneumonia  is  made.  The  signs  described  above  are  not 
])resent  in  all  cases:  in  some  the  signs  are  similar  to  those 
found  in  cases  of  pleural  effusion — that  is,  dullness,  weak- 
ness, or  absence  of  vocal  fremitus,  and  weak  or  absence  of 
breath  sounds.  Furtlier,  a  case  niay  present  at  an  early 
period  of  its  course  the  first  set  of  signs  with  well-marked 
tubular  breathing,  and  later  on,  with  an  increase  in  the 
amount  of  fluid,  the  second  set  with  weak  or  absent  breath 
sounds.  Tills  is  more  especially  observed  in  infected  cases 
where  a  rapid  and  considerable  increase  of  the  effusion 
may  occur.  In  others  where,  as  a  result  of  the  presence 
of  anaerobes,  gas  is  formed,  a  cracked-pot  percussion  note 
may  be  elicited  often  over  a  localized  area  where  pre- 
viously the  percussion  note  had  been  dull.  In  these  cases 
a  bell  sound  mayor  may  not  be  obtained,  but  the  percussion 
note  is  quite  characteristic. 

Collapse  of  the  Liituj. 
In  ordinary  pleural  effusion  the  chest  on  the  aft'ected 
side  is  usually  obviously  enlarged,  and  the  respiratory 
movements  are  diminished  in  amplitude;  this  is  also  true 
of  some  cases  of  haemothorax,  more  especially  when  the 
amount  of  fluid  present  is  very  large — that  is,  four  to  five 
pints.  In  a  considerable  number  of  cases,  however,  a  very 
different  condition  is  present,  inasnuich  as  the  chest  is 
flattened  and  retracted  on  the  side  of  the  effusion,  and  the 
movements  are  so  much  diminished  that  the  affected  side 
is  practically  immobile.  This  retraction  and  immobility 
of  the  side  may  be  present  not  only  when  the  amount  of 
fluid  is  small,  but  also  in  many  cases  where  there 
is  a  moderate  collection  of  fluid,  approximately  two 
pints  in  amount,  but  it  does  not  occur  in  association 
with  tbe  largest  collections.  It  is  remarkable  that 
in  cases  wliere  retraction  and  flattening  are  quite 
marked,  the  apex  beat  may  be  displaced,  as  in 
ordinary  pleural  effusion,  towards  the  opposite  and  un- 
affected side.  This  retraction  of  the  injured  side  is  a 
remarkable  and  common  phenomenon  in  cases  of  haemo- 
thorax, and  it  seems  to  be  a  fact  of  the  same  order  as  the 
high  level  of  the  diaphragm  already  noted.  Sometimes  it 
is  oidyseen  in  the  first  few  days  after  the  wound,  and  then, 
with  an  increase  in  the  amount  of  the  effusion  in  infected 
cases,  it  is  replaced  by  bulging  of  the  usual  type.  Well 
jnarkeil  tubular  or  even  cavernous  breathing  is  heard  on 
auscultation  in  those  cases  where  nuirked  retraction  is 
present,  together  witli  bronchophony  and  pectoriloquy. 
The  retraction  of  the  injured  side,  the  immobility  of  the 
chest  and  the  high  level  of  the  diaphragm,  would  all  seem 
to  be  due  to  extensive  collapse  of  the  lung  or  of  the  lower 
lobe  of  the  lung,  a  collapse  that  is  out  of  proportion  to  the 
amount  of  fluid  present  in  the  pleura,  and  is  really  very 
probably  a  collapse  that  is  more  or  less  independent  of  the 
presence  of  the  fluid,  and  has  some  other  mode  of  origin. 
It  may  well  be  that  this  collapse  is  a  constant  pheno- 
menon in  cases  of  gunshot  injury  of  the  chest,  but 
that  when  a  large  haemothorax  coexists  its  presence 
is  naturally  attributed  to  the  mere  effusion  and  its 
real  natun;  is  only  obvious  wliere  it  is  clearly  out  of 
proportion  to  the  effusion.  Thus  cases  of  massive  collapse 
of  lh(.'  lung  on  the  side  of  tli(^  injury  have  been  observed 
by  IJradford  and  Elliott  where  the  amount  of  the  effusion 
was  so  small  as  not  to  need  aspiration,  and  where  the 
signs  cleared  up  and  the  lung  rivexpaiided  after  a  short 
intcu'val.  There  an^  however,  other  tacts  that  may  be 
adduced  in  support  of  the  view  that  the  collapse  is  more 
or  l(!ss  independent  of  the  effusion.  Thus  it  may  occur 
on  tli(!  opposite;  side  of  the  chest  to  tliat  injured,  and  not 
only  is  this  the  case,  but  it  is  probably  of  quite  frequent 


occurrence,  only  the  physical  signs  produced  are  erroneously 
attributed  to  the  presence  of  contralateral  pneumonia  when 
contralateral  collapse  is  really  the  condition  present.  The 
main  distinguishing  feature  between  the  physical  signs 
of  pneumonia  and  those  of  massive  collapse  is  the  position 
of  the  heart's  apex  beat ;  in  pneumonia  there  is  no  appre- 
ciable displacement,  whereas  in  massive  collapse  the  apex 
beat  is  displaced  towards  the  collapsed  lung.  In  an  ordinary 
haeuiothorax  affecting  one  side  it  may  be  impossible  to 
determine  clinically  whether  physical  signs  on  the  opposite 
side  are  due.  to  pneumonia  or  collapse,  since  if  the  apex 
beat  is  found  displaced,  the  displacement  will  necessarily 
be  attributed  to  the  presence  of  the  fluid  on  the  injured 
side.  In  such  cases  the  diagnosis  of  contralateral  collapse 
is  largely  an  inference  based  on  the  absence  of  the  clinical 
picture  of  pneumonia  and  on  the  rapidity  with  which  the 
signs  clear  up,  but  in  any  given  case  there  may  be  much 
doubt  unless  the  diagnosis  is  conflrmed  by  autopsy. 

Contralateral  collapse,  however,  has  been  observed  in 
cases  of  wounds  implicating  the  chest  wall  only,  where 
physical  examinations  conflrmed  by  xray  observations 
showed  that  there  was  no  lesion  of  the  pleural  cavity  on 
the  wounded  side,  the  injury  being  a  contour  wound. 
Nevertheless,  in  such  cases  very  extensive  massive  collapse 
has  been  present  on  the  side  opposite  to  that  wounded  and 
where  there  has  been  no  retained  missile  or  other  foreign 
body.  In  some  instances  the  massive  collapse  has  involved 
the  whole  of  the  left  lung  and  the  displacement  of  the 
apex  beat  into  the  left  axilla  has  been  very  marked.  Such 
patients  do  not  present  the  clinical  picture  of  pneumonia, 
although  the  physical  signs  in  the  affected  lung  are  very 
similar,  and  the  patients'  general  condition  of  comparative 
well-being,  together  with  the  absence  of  high  fever,  rusty 
sputum,  etc.,  shows  at  once  that  they  are  not  suffering 
from  pneumonia.  Further,  contralateral  collapse  has 
been  observed  both  during  operation  on  the  chest  and  also 
on  autopsy.  In  one  instance  an  exploratory  operation  was 
performed  on  a  case  of  contralateral  collapse  under  the 
impression  that  the  physical  signs  indicated  the  presence 
of  an  intrapulmonary  abscess. 

Although  the  mechanism  producing  collapse  of  the  lung 
on  the  side  of  the  injury  and  on  the  opposite  side  is 
obscure  and  cannot  be  discussed  here  fully,  the  presence 
of  this  collapse  is  probably  the  explanation  of  the  curious 
and  characteristic  physical  signs  so  often  present  in 
haemothorax,  such  as  the  high  level  of  the  diaphragm  and 
the  frequent  presence  of  tubular  breathing,  bronchophony, 
and  pectoriloquy  over  the  area  of  the  pleura  where  fluid  is 
present.  This  collapse  of  tlie  lung  must  be  regarded, 
therefore,  as  one  of  the  leading,  if  not  the  leading, 
phenomenon  of  gunshot  injuries  of  the  chest.  There  is 
some  evidence  to  suggest  that  it  occurs  early,  soon  after 
the  infliction  of  the  wound,  as  when  cases  are  seen  within 
a  few  hours  of  being  wounded  few  physical  signs  beyond 
immobility  and  deficient  air  entry  on  the  side  of  the  injury 
can  be  detected.  Such  cases  sei'ii  again  twenty-four  hours 
later  may  then  show  the  ordinary  signs  of  a  haemothorax, 
but  in  their  earlier  phase  the  signs  are  often  quite  in- 
significant in  comparison  with  the  urgency  of  symptoms, 
such  as  distress  and  dyspnoea. 

Displacement  of  the  heart's  apex  beat  is  a  valuable  sign 
in  haemothorax ;  sometimes  it  is  of  a  simple  character 
and  similar  to  that  seen  in  pleural  effusion — that  is,  dis- 
placed to  a  varying  degree  away  from  the  side  of  the 
haemothorax.  In  others  the  displacement  is  mainly 
dependent  upon  the  presence  of  contralateral  collapse, 
and,  as  mentioned  above,  in  some  of  these  cases,  there 
is  no  pleural  lesion — that  is.  no  fluid,  air,  or  gas  in  the 
pleura  on  the  side  of  the  injury  such  cases  may  be  mis- 
interiireted  unless  care  be  talcen  in  tiie  examination.  The 
displacement  present  in  any  given  case  may  undergo  an 
increase  or  a  diminution.  .\ii  increase  in  displacement  is 
usually  due  to  the  haemothorax  being  really  infected,  and 
an  increase  in  the  exudation  or  gas  formation  has  taken 
place  in  the  interval  between  the  two  clinical  observations. 
A  decrease  in  the  degree  of  cardiac  displacement  in 
recent  cases  of  haemothorax  and  occurring  during  the 
first  week  after  the  date  of  wounding  is  also  not  infrequent, 
and  is  often  more  difficult  of  exjilanalion.  It  is  commonly 
attributed  to  absorption  of  some  of  the  bloody  exudate ; 
this,  however,  is  highl}'  improbable,  since  absorption  from 
the  iileura  in  these  cases  is  extraordinarily  slow  and 
certainly  does  not  occur  to  any  appreciable  extent  in  the 
early  days  after  the  wound.     The  return  of  the  heart  may 
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be  due  to  an  alteration  in  the  distribution  of  the  haeiuo- 
thorax  fluid  dependent  on  increasing  collapse  of  the  lung 
on  the  side  of  the  lesion,  or  else  it  may  be  due  to  disap- 
pearance of  contralateral  collapse.  The  degree  of  dis- 
placement of  the  heart  in  auy  given  case  is  therefore  a  very 
uncertain  guide  of  the  size  of  a  haemothorax. 

Diagnosis. 

• 

The  main  problem  in  diagnosis  is  the  deterniiuation 
whether  a  haemothorax  is  infected  or  not,  and  this  often 
presents  difficulties,  since  a  haemothorax  that  at  first  runs 
an  apparently  sterile  course  may  be  infected  later,  owing 
to  the  spread  of  infection  either  from  the  wound  track  or 
from  some  localized  infection  round  a  retained  foreign 
body.  Ill  some  of  these  cases  of  delayed  infection,  and 
more  especially  in  those  with  anaerobic  infection,  the 
symptoms  may  develop  with  much  rapidity,  and  be  of 
such  a  character  as  to  suggest  the  occurrence  of  secondary 
haemorrhage,  where  no  haemorrhage  has  taken  place. 
Rapid  pulse,  pallor,  sweating,  and  collapse  are  not  un- 
common symptoms  of  a  rapidly  spreading  anaerobic  infec- 
tion. Microscopic  and  bacteriological  examination  of  the 
fluid  withdrawn  from  the  chest  will  generally  determine 
absolutely  the  presence  or  absence  of  infection,  provided 
care  be  taken  to  repeat  the  exploration  and  too  much 
stress  is  not  laid  on  the  negative  result  obtained  at  the 
first  puncture.  It  is  often  necessary  to  explore  the 
chest  at  different  levels.  Cases  are  seen  occasionally 
where  the  symptoms,  and  especially  the  character  and 
duration  of  tlie  pyrexia,  suggest  that  infection  is  present, 
yet  no  bacteriological  confirmation  is  obtained  even  with 
repeated  paracentesis.  Such  cases  may  get  well  with  no 
special  treatment  after  running  a  prolonged  course  of 
several  weeks'  duration.  Their  explanation  is  difficult, 
but  it  may  be  that  the  pyrexia  in  such  cases  is  dependent 
upon  the  inflammatory  process  in  the  wound  track,  and 
more  especially  in  that  in  the  lung,  and  that  the  layer  of 
fibrin  coating  the  pleural  surfaces  prevents  the  infection 
reaching  the  pleural  fluid.  Care  must  always  be  taken  in 
considering  the  diagnostic  significance  of  pyrexia  that  it  is 
not  due  to  some  associated  complication,  such  as  purulent 
bronchitis,  contralateral  pleurisy,  pneumonia,  or  peri- 
carditis, although  all  such  complications  are  much  more 
liable  to  occur  in  infected  than  in  sterile  haemothorax. 
The  rarity  of  pulmonary  inflammation  in  the  compressed 
lung  on  the  side  of  the  haemothorax  should  always 
suggest,  if  symptoms  are  urgent,  that  infection  of  the  fluid 
is  present  rather  than  pneumonia,  although  the  physicn.l 
signs  may  be  such  as  to  render  diagnosis  difficult.  In  all 
such  cases  there  should  be  no  delay  in  making  an  ex- 
ploratory puncture,  as  it  is  essential  for  the  successful 
treatment  of  infected  haemothorax  that  the  cases  should 
be  recognized  as  early  as  possible. 

Treatment. 
In  sterile  haemothorax,  it  the  amount  of  the  bloody 
effusion  is  small,  there  is  no  need  for  any  special  active 
treatment ;  such  cases  do  well,  although  their  progress 
may  sometimes  be  slow.  If  the  effusion  is  at  all  large  in 
amount — that  is,  the  dullness  reaching  above  the  angle  of 
the  scapula — tlie  fluid  should  be  removed  by  aspiration 
about  the  end  of  the  first  week  after  the  wound.  In  a  few 
cases  earlier  aspiration  may  be  required  to  relieve  distress 
arising  mechanically  from  the  amount  of  fluid  present. 
Aspiration  with  oxygen  replacement  is  better  than  simple 
aspiration,  since  by  this  method,  with  suitable  local  anaes- 
thetics, the  operation  can  be  carried  out  without  discomfort 
to  the  patient  and  without  any  of  the  symptoms  that  so 
commonly  occur  in  ordinary  aspiration,  and  not  infrequently 
prevent  by  their  urgency  the  completion  of  the  procedure. 
Further,  with  oxygen  replacement  practically  all  the  fluid 
present  in  the  chest  can  be  removed  at  one  sitting ;  this'is 
rr.rely  feasible  with  ordinary  aspiration,  where  the  develop- 
ment of  such  symptoms  as  a  sen.se  of  constriction,  distress, 
cough,  etc.,  occurs  before  all  the  fluid  has  been  removed. 
These  unpleasant  symptoms  develop  as  a  consequence  of  a 
too  sudden  change  in  the  intrapleural  iiressure  resulting 
from  the  rapid  removal  of  fluid,  together  with  incomplete 
adjustment  owing  to  incomplete  expansion  of  the  lung. 
Different  patients  vary  considerably  in  the  degree  of  their 
tolerance  of  pleural  pressure  changes,  and  these  are  neces- 
sarily much  influenced  by  the  degree  and  rapidity  with 
wliich  the  lung  re  expands.  With  an  oxygen  replacement 
apparatus  a  measured  quantity  of  oxygen  at  any  desired 


pressure  can  be  introduced,  and  thus  violent  and  sudden 
changes  in  the  intrapleural  pressure  are  avoided. 

For  practical  purposes  it  is  not  necessary  to  measure 
accurately  the  intrapleural  pressure;  it  is  suflicient  to 
regulate  the  introduction  of  oxygen  by  the  presence  or 
absence  of  synipfcouis.  The  asi)iration  of  the  fluid  should 
be  temporarily  stopped  wlien  distress  or  a  sense  of  con- 
striction is  first  noticed  by  the  patient;  if  the  symjitoms  do 
not  subside  at  ouce,  a  small  quantity  of  o.Kygen  from  the 
oxygen  replacement  apparatus  (Parry  Jlorgau  or  otiierl 
should  be  allowed  to  flow  into  the  pleural  cavity.  Then 
with  the  relief  of  all  distress,  a  further  quantity  of  the 
fluid  can  bo  aspirated  and  the  process  continued  until  the 
operation  is  completed.  The  patient  is  left  at  the  end 
of  the  aspiration  with  a  small  quantity  of  oxygon  in  the 
pleura — for  example,  200  to  500  c.cm.  at  a  pressure  con- 
siderably less  than  the  pressure  of  the  haemothorax,  but 
still  appreciably  above  the  normal  pleural  pressure.  The 
oxygen  is  gradually  absorbed  in  the  course  of  the  following 
week,  but  it  is  remarkable  that  many  days  are  required 
for  the  pleura  to  absorb  even  small  quantities  of  gas,  and 
this  slow  absorption  is  probably  due  to  the  coating  of  the 
parietal  and  visceral  pleura  with  fibrin,  as  it  is  in  remark- 
able contrast  to  the  rapid  absorption  of  air  that  is  known 
to  occur  after  opening  the  normal  pleura. 

Free  drainage  is  required  in  all  cases  of  infected  haemo- 
thorax, and  it  is  of  the  utmost  importance  that  this  should 
be  provided  as  early  as  possible,  as  the  organization  of  the 
deposit  of  lymph  on  the  visceral  pleura  produces  a  great 
impediment  to  the  rapid  expansion  of  the  lung  after  the 
removal  of  the  fluid,  and  this  organization  proceeds  rapidly 
in  cases  where  delay  in  operating  takes  place.  Removal 
of  the  infected  fluid  by  free  drainage  is,  however,  not 
sufficient  treatment  in  all  cases  ;  the  inflammation  in  the 
pleural  sac  and  the  septic  clots  must  be  treated  by  the 
local  application  of  some  efficient  antiseptic,  applied  either 
by  periodical  washing  out  of  the  cavity  or  else  by  the 
instillation  method  and  the  Carrel-Dakin  technique  that 
is  now  so  much  used.  If  the  cavity  is  treated  by  washing 
out,  care  must  be  takeu  to  avoid  raising  the  intrapleural 
pressure.  Septic  clots,  often  of  considerable  size,  can  be 
removed  with  success  by  this  method.  Recently  the 
Carrel-Dakin  technique  has  been  applied  with  success  to 
ca.ses  of  infected  haemothorax,  and  a  few  cases  have 
already  been  so  successfully  treated  that  the  operation 
wound  required  for  the  excision  of  the  rib  has  been  closed 
by  secondary  suture  before  the  evacuation  of  the  patient 
to  England. 

Two  difficulties  are  met  with  in  practice  in  cases 
of  haemothorax.  In  one  group  of  cases,  although  the 
pyrexia  and  the  patient's  general  condition  suggests  the 
presence  of  infection,  bacteriological  examination  does  not 
confirm  this.  In  another  series  of  cases  organisms  are 
detected  in  the  fluid,  but  there  is  little  or  no  pyrexia,  and 
the  patient  does  not  seem  to  be  very  ill.  It  is  probable 
that  some  of  the  cases  falling  into  this  second  group 
recover  after  simple  aspiration,  but  their  convalescence  is 
often  very  slow,  and  certainly  in  some  instances  such 
cases  develop  serious  and  even  urgent  symptoms.  For 
tlie.se  reasons  it  is  advisable  to  excise  a  portion  of  rib  and 
procure  free  drainage  in  all  cases  of  haemothorax  where  the 
bacteriological  examination  reveals  the  presence  of  patho- 
genic organisms,  even  if  the  clinical  condition  of  tlie 
patient  is  not  such  as  to  suggest  infection.  As  regards  the 
first  group,  the  position  is  more  difficult,  but  it  is  probably 
wiser  to  delay  opening  the  pleura  until  proof  of  infection 
in  the  fluid  is  obtained,  as  the  pyrexia  and  even  the  other 
symptoms  may  have  some  other  origin  ;  it  is  a  serious 
matter  to  open  a  sterile  haemothorax  in  view  of  the  possi- 
bility of  secondary  infection. 

Care  must  be  taken  in  selecting  the  site  for  excision 
of  a  portion  of  rib  to  provide  really  efficient  drainage,  and 
the  fact  that  the  diaphragm  is  abnormally  high  in  these 
cases  must  be  borne  in  mind,  as  otherwise  the  opening  will 
be  made  too  low  down. 

In  some  instances  the  wound  of  entry  or  exit  com- 
municates more  or  less  directly  with  the  pleural  cavity  and 
fluid  invariable  quantity  drains  from  it;  this  drainage  is 
rarely  satisfactory  or  sufficient,  and  such  cases  require  a 
counter  opening  in  a  suitable  situation  to  really  drain  the 
effusion. 
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It  has  loug  been  recognized  that  a  niuubei-  of  diseases  arc 
peculiar  to,  if  not  contiued  to,  warm  chniates.  JIany 
liypotheses  in  ex])lanation  of  this  circunistanco  have  been 
advanced,  but  it  is  only  of  late  years — only  since  we  liave 
been  able  to  recognize  the  germ  causes  of  many  of  these 
diseases,  or  the  media  by  or  in  which  they  are  conveyed — 
that  it  has  become  possible  to  arrive  at  the  true  ex- 
planation. Almost  without  exception,  tropical  diseases — 
that  is  to  sa}',  tliose  diseases  which  reijuire  for  their  suc- 
cessful propagation  a  warm  climate — are  caused  either 
by  a  protozoal  organism  or  by  a  helminth,  which,  in 
their  turn,  in  order  to  pass  from  one  vertebrate  host  to 
another,  demand  either  an  animal  vector  peculiar  to  warm 
climates,  or  require  a  warm  medium  in  which  to  qualify 
for  such  passage.  Hence,  altliough  tropical  disease  once 
accjuired  can  run  its  usual  course  even  if  the  person 
remove  to  a  cold  or  even  frigid  climate,  that  person  cannot 
.s|)read  the  disease  there,  nor.  under  natural  conditions,  can 
the  disease  be  ae(juired  there.  On  the  other  hand,  bacterial 
diseases  may  be  acquired  and  spread  in  any  climate,  as 
the  germs  in  their  passage  from  one  human  host  to  another 
do  not  necessarily  demand  any  special  animal  inter- 
meihary,  nor  are  they  destroyed  in  their  passage  by 
<irdinar)'  temperatures.  In  the  following  summary  re- 
lating to  British  contributions  to  troi)i<;al  medicine 
bacterial  diseases  are  therefore  not  considered.  It  is  true 
such  bacterial  diseases  as  leprosy,  cholera,  and  plague  are 
often  referred  to  as  tropical  diseases,  but  a  little  considera- 
tion— a  little  investigation  into  their  history  and  geo 
oraphical  range — will  show  that  they  havcno  moreclairn  to 
be  considered  tropical  diseases  than  have  tuberculosis  or 
syphilis. 

M.U..A1!T.\. 

-Mthough  a  number  of  contributions  of  considerable 
importance  in  tropical  pathology  had  been  uuule  by  liritish 
as  well  as  bj- other  investigators  prior  to  1880  there  can  be 
no  (juestion  tliat  it  was  the  discovery  by  Laveran  of  the 
malarial  parasite,  in  the  November  of  that  year,  that  has 
led  to  the  recent  rapid  and  remarkable  development  in 
tropical  medicine.  It  was  some  time  before  the  value  of 
Lavcran's  discovery  was  recognized,  or  the  nature  of  the 
organism  concerned  and  the  significance  of  its  various 
phases  determined.  Oolgi  made  an  important  advance  in 
these  respects  by  working  out  the  morphological  features 
of  the  tertian  and  (quartan  parasites,  and  of  what  is  now 
known  as  the  schizogony  or  asexual  phase.  Further 
advances  iu  our  knowledge  of  this  part  of  the  life-cycle 
of  the  malarial  parasites  were  also  made  by  other 
Italian  observers;  but  here,  for  the  time  being,  progress 
ceased.  It  may  therefore  be  said  that,  except  as  providing 
an  invaliuibic  guide  in  diagnosis  and  treatment,  Laveran's 
discovery  for  more  than  a  decade  remained  barren.  It  gave 
no  clue  to  prevention;  it  did  not  tell  us  in  what  way  malarial 
infection  was  ac(iuired,  nor  did  it  explain  its  peculiar 
geogra|ihical  and  toi)ical  distril)ution  ,and  limitation. 

.\s  the  development  towarils  sexual  maturity — a  biological 
necessity  for  the  malaria  parasite  as  for  all  aniujal  |)ara- 
sites  had  never  been  traced  in  the  hiinjan  hody,  it  follows 
that  to  elTect  this  necessary  development  escape  from  the 
huTiian  hiKJy  is  essential.  .Neither  [javeran  nor  (iolgi's 
observations  had  tilled  in  this  important  gap  in  the  life- 
history  of  the  parasite. 

Oolgi,  it  is  true,  had  made  out  the  siguifu^anee  of  certain 
phases  of  tlic  p;ir.-isite  as  sc^en  in  the  circulation;  he 
showed  in  what  way  the  invading  organism  nndtiplied 
after  it  had  ohtaiueil  tinlrance  into  th(;  hum.an  body,  but 
neitln^r  he,  mjr  any  of  his  co  workc-rs.  had  grasped  the 
siguiticance  of  certain  additional  phases  also  represented 
in  the  bkjod,  iuid  mori^  especially  ni.-inilest(Ml  on  the  micro- 
scope slip  — that  is  to  say.  in  blood  aft(;r  its  removal  from 
th(!  human  body. 

I'crhaijs  the  most  striking  feature  in  connexion  with  the 
malarial  parasitic  as  observed  under  the  mi(u-oscope  is  the 
so  called   "flagellated   body."     'Ihis  S(|uirming,  wriggling. 


many-armed  organism  had  long  been  a  puzzle  to  the 
naturalist  as  well  as  to  the  pathologist.  Some  got  over  the 
difficulties  of  its  explanation  by  pronouncing  it  to  be  a 
moribund  or  effete  form  of  the  parasite  in  its  ileath  agony. 
It  had  been  observed  that  this  tiagcllated  body  shows 
itself  only  in  blood  that  had  been  for  some  time  on 
the  microscope  slip — that  is  to  say,  after  the  parasite 
had  been  removed  from  the  human  body.  It  had  never 
been  seen  in  quite  newly  drawn  blood.  Its  development 
had  been  witnessed  over  and  over  again  from  certain  iutra- 
corpuscular  forms  of  the  parasite,  but  only  after  the  blood 
containing  these  forms  had  been  in  the  field  of  the  micro- 
scope for  a  considerable  period.  This  fact  of  the  tiagel- 
lated  body  coming  into  existence  as  such  only  when  the 
parasite  from  which  it  was  evolved  liad  left  the  human 
body  suggested  to  the  writer  that  its  function  lay  outside 
the  human  body,  and,  if  so.  that  it  was  the  early  extra- 
corporeal phase  of  the  parasite  and,  if  we  may  use  the 
expression,  designed  for  its  passage  from  one  human  host 
to  another.  But,  assuming  that  such  was  the  case,  it 
remained  to  explain  how  an  organism,  which  while  still  in 
the  body  was  invariably  included  in  a  red  blood  cell,  could 
spontaneously  and  by  its  own  efforts  esca.pe  from  the 
human  body.  Such  a  feat  on  the  part  of  a  passive 
organism  was  inexplicable.  I  was  driven  to  the  conclusion 
that  if  this  phase  of  the  malarial  parasite  were  really  the 
first  stage  in  its  development  outside  the  human  body  some 
extraneons  agency  nuist  act  as  liberator.  The  question 
then  came  to  be  what  this  extraneous  agencj'  might  be. 

JIany  years  before  the  writer  had  shown  that  in  the 
case  of  another  blood  parasite— i''i7((r(V(  hmicrofli  (the 
Filaria  sanrjtiinis  hominis  of  Lewis) — the  mosquito  acted 
as  a  liberating  and  also  as  a  fostering  agent.  Im|  rjssed 
by  the  close  parallelism,  as  regards  their  rtspoctive 
pliysical  conditions  and  necessities,  between  ths  malaiia 
parasite  and  the  filaria — the  one  being  imprisone  1  in  a 
blood  corpuscle  and  powerless  to  escape,  the  other,  the 
sheath-included  and  equally  helpless  filaria — as  well  as 
their  respective  biological  necessities,  he  thought  that  the 
same,  or  a  similar  liberating  agency  might  be  operative  iu 
both  instances.  An  additional  circumstance  pointing  to 
such  a  hypothesis  was  that  both  parasites  are  limited  in 
geographical  range  to  warm  climat(;s.  On  these  considera- 
tions it  was  concluded  that  as  the  mosquito  had  been  proved 
to  be  the  hberating  agent  in  the  ease  of  the  filaria,  it 
might  be,  and  probably  was,  the  liberating  agent  in  the 
case  of  the  malarial  parasite,  and  therefore  that  the  first 
phase  of  the  malarial  parasite  outside  the  human  body  had 
to  be  passed  in  this  insect.  I  fornuilated  this  hypothesis 
in  the  liiarisH  JlKou'.iL  JouiiSAf,  of  December  8th,  1894. 
Unfortunately,  circumstances  ujadi'  it  impossible  for  me  to 
follow  up  the  fate  of  the  flagellated  body  in  the  mosquito, 
but  Sir  J{onald  Ross,  who  was  then  in  England,  was  so 
iuqjressed  with  the  probability  of  my  hypothesis  being 
correct,  that  on  his  return  to  Iniha  in  1895  he  set  to  work 
to  endeavour  to  establish  it.  .\fter  many  years  of  intense 
ap])lication  and  in  the  face  of  many  dilhculti<'s,  ho  suc- 
ceeded iu  tracing  the  nmlarial  para.site  into  the  stomach  wall 
of  certain  "  dajiple- winged  "  (.\uo]iheles)  mosquitos.  Incon- 
sequence of  difficulties  in  procuring  nuitcrial  and  suitable 
human  subjects  for  ob.S(n'vati(>u  and  experiment,  he  trans- 
ferred his  attention  to  a  malariii  like  p.irasitc  (proteosoma) 
of  birds.  In  these  he  succeeded  iu  tracing  the  develop- 
ment of  the  parasite  in  the  stomach  wall  of  I'ulox 
mosipiitos,  and  thence  into  the  salivary  glands  and 
saliva  of  the  insects,  and  by  experinuuit  sliowed  that 
such  insects  were  capable  of  conveying  the  infection 
to  hitherto  innnnne  birds.  Ross's  observations  were 
ipiicddy  confirmed  l)y  Daniels,  Christophers  and  Stephens, 
Orassi,  and  many  others.  Orassi  recognized  Ro.ss'a 
'dapple  winged  "  moscjuito  as  belonging  to  the  anoplie- 
lines,  and  sliowed  conclusively  that  certain  nu-nihers  of 
this  family  of  mos(piitos  were  efficient  transmittei'S 
of    malaria.       Ross    had    not    ascertained    what    exactly 
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Lappened  to  the  iiialaiial  parasite  immediately  after 
ingestion  by  the  mosquito,  and  while  still  in  the  lumen 
of  the  insect's  stomach,  which  enabled  it  to  pass  into 
the  tissues  of  the  stomach  wall.  An  American  observer — 
Macallum— filled  in  this  gap.  He  showed  that  the  flagel- 
lated body  of  halteridium,  another  malaria-like  parasite 
of  birds,  was  the  male  parasite,  that  the  flagella  it  pro- 
duced functioned  as  spermatozoa,  that  when  they  broke 
away  iu  the  blood  in  tlie  stomach  of  the  mosquito  they 
entered  a  female  parasite,  inducing  therein  a  development 
that  eventuated,  while  the  female  was  still  in  the  stomach 
of  the  insect,  in  the  formation  of  that  "travelling 
vermioule,"  which  penetrated  the  stomach  wall  and  therein 
entered  on  the  development  Koss  had  so  successfully 
traced.  Thus  was  completed  the  history  of  the  life-cycle 
of  the  malarial  parasite  outside  the  human  body,  confirming 
the  mosquito-malaria  hypothesis. 

Although  the  work  of  Laveran  and  Ross  was  accepted 
by  those  best  competent  to  judge,  and  although  the  direc- 
tion in  which  its  principal  application  should  be  made  was 
evident  to  all  well  informed  tropical  sanitarians,  the  public 
was  by  no  means  convinced  of  its  reliability  or  of  the  im- 
portance of  the  mosquito  as  a  diffusing  agent  of  malaria. 
Experiments  on  human  beings  had  succeeded  in  the  hands 
of  the  Italians  in  demonstrating  that  a  mosquito  fed  upon 
a  malarial  patient  could,  after  an  interval  of  ten  to  twelve 
days,  convey  malaria  to  hitherto  immune  individuals,  but 
the  public  did  not  appreciate  this,  and  moreover,  as  the 
exjieriments  had  been  conducted  in  malarious  countries 
there  was  always  a  possibility  thatsome  unsuspected  fallacy 
associated  with  locality  had  crept  in,  seeing  that  other  in- 
fluences which  might  include  the  true  malaria  influence 
were  possibly  operative.  Accordingly,  the  British  Colonial 
Office,  believing  in  and  recognizing  the  importance  of  the 
discoveries  as- bearing  on  the  health  and  prosperity  of 
tropical  countries,  devised  an  experiment  designed  to  con- 
vert the  public  to  the  mosquito-malaria  theory  and  to 
facilitate  in  this  way  practical  measures  based  on  that 
theory.  In  1900  it  sent  to  the  Koman  Campagna  an 
expedition  consisting  of  ,Drs.  Sambon  and  Low,  of  the 
London  School  of  Tropical  Medicine  (who  were  subse- 
quently joined  by  an  artist),  with  instructions  to  live  in  a 
mosquito-protected  hut  located  in  a  highly  malarious  dis- 
trict of  that  highly  malarious  region  during  the  most 
malarious  season  of  the  year,  protected  at  night  only,  and 
by  wire  gauze  covering  only,  from  mosquito  attack. 
Although  the  people  about  them  were  heavily  affected 
with  malaria  these  observers,  relying  solely  on  mosquito 
protection,  remained  in  perfect  health.  At  the  same  time 
mosquitos  infected  in  Rome  with  malarial  parasites  wore 
sent  to  London  by  the  same  observers,  and  were  there 
fed  on  two  Englishmen  wlio  had  never  been  exposed  to 
malarial  influences,  or  been  in  malarious  countries,  with  the 
result  that  botli  these  men  contracted  malarial  fever  and 
showed  malarial  parasites  in  abundance  in  their  blood.  This 
crucial  experiment  was  accepted  by  the  most  sceptical  as 
conclusive  proof  of  the  mosquito-nudaria  theory. 

It  was  long  before  Laveran's  discovery  was  appreciated 
in  England,  but  it  made  way  by  degrees,  and  its  signifi- 
cance and  importance  became  thoroughly  apprehended  by 
a  few.  It  may  be  said  that  it  led  more  or  less  directly  to 
the  establishment,  at  the  instance  of  the  late  Mr.  Joseph 
Chamberlain,  of  our  schools  of  tropical  medicine,  wherein 
large  numbers  of  post-graduate  students  destined  for 
service  in  tropical  countries  were  taught  haeniatology  and 
the  study  of  the  blood  parasites  generally.  These  students, 
■well  taught  in  blood  examination  with  high  powers  of 
the  micro.scope,  were,  as  a  result  of  this  training,  not  only 
more  efficient  practitioners  but  before  long  were  instru- 
mental in  discovering  other  pathogenic  organisms  of 
importance  in  tropical  pathology.  Some  of  these 
discoveries  may  bo  referred  to. 

Trypanosomiasis. 
Fordc,  a  former  student  of  the  London  School  of 
Tropical  Medicine,  found  in  the  blood  of  an  Englishman 
living  in  the  Gambia  and  suffering  from  an  irregular 
fever  an  organism  the  nature  of  which  he  failed  to 
recognize.  He  showed  it  to  Dutton,  an  emissary  of  the 
Liverpool  School  of  Tropical  Medicine,  who  recognized 
it  to  be  a  trypanosome,  and  named  it  Tri/panofioina 
gambiensi:  Sir  David  Bruce,  Nabarro,  and  many  others 
definitely  linked  up  the  trypanosome  of  Fordo  and  Dutton 
with  sleeping  sickness  as  cause  and  effect.     The  parasite 


having  been  discovered  and  its  association  with  sleeping 
sickness  confirmed,  it  became  a  matter  of  importance  to 
ascertain  in  what  way  the  infection  was  conveyed.  Just 
as  happened  in  the  case  of  the  malarial  parasite,  some 
antecedent  observations  led  to  the  clearing  up  of  this 
point.  Many  years  before  Forde  and  Dutton's  discovery 
Lewis  described  a  similar  organism  (Tri/panosoma  letvisi) 
as  a  frequent  parasite  in  the  blood  of  the  rat.  Apparently 
this  parasite  of  the  rat  was  non-pathogenic.  Not  long 
afterwards  Evans  found  a  similar  parasite  in  the  blood  of 
equin^s,  boviues,  and  other  domestic  animals,  in  associa- 
tion with,  and  as  the  undoubted  cause  of,  the  deadly 
disease  known  in  Indi.i  as  "  surra." 

In  1894  Sir  David  Bruce  investigated  in  Zululand  the 
disease  known  in  South  .Africa  as  "  fly  disease,"  an  epi- 
zootic extensively  prevalent  among  and  fatal  to  domestic 
auiujals  in  South  Africa  and  other  parts  of  that  continent, 
and  therefore  of  great  economic  importance.  He  very 
soon  found  a  trypanosome  (Tnjpanoso^na  bnicei)  in  the 
blood  of  the  stricken  animals  and  also  in  the  wild  game  of 
the  infected  districts,  and  confirmed  the  popular  belief 
that  the  disease  was  conveyed  by  the  bite  of  the  tsetse  fly 
— Glossina  morsitans — one  of  several  species  belonging  to 
a  genus  of  biting  flies  peculiar  to  Africa. 

In  the  light  of  this  antecedent  knowledge  it  was  not 
long  before  Bruce  and  his  colleagues  in  Uganda  were  able 
definitely  to  link  up  sleeping  sickness  and  its  parasite  with 
another  species  of  tsetse  fly,  Glossina  paipulis,  very  pre- 
valent in  the  afflicted  sleeping  sickness  areas.  Observa- 
tions on  the  topical  distribution  of  the  fly  and  of  sleeping 
sickness  confirmed  the  conclusions  arrived  at  by  experi- 
ment on  the  lower  animals — some  of  which  were  found  to 
be  susceptible  to  the  infection,  and  to  be  harbourers  of  the 
parasite  even  under  natural  conditions. 

Bruce  at  first  supposed  that  the  fly  transferred  the 
trypanosome  directly  and  in  a  mechanical  way  on  its 
blood-fouled  proboscis  from  the  infected  to  the  uninfected, 
just  as  the  lancet  inoculates  the  vaccine  virus;  but  a 
German  (Kleine)  showed  that  although  such  might  be  the 
case  in  a  small  proportion  of  instances,  and  for  a  short 
time — twenty-four  hours — after  the  fly  had  bitten,  in  the 
majority  of  cases  the  parasite  was  conveyed  only  after  it 
had  undergone  developmental  changes  in  the  fly — changes 
which  require  some  eighteen  days  to  complete,  and  which 
eventuate  in  a  proportion  of  flics  becoming  permanently 
infective.  Miss  Muriel  Robertson,  who  had  previously 
made  important  contributions  in  the  morphology  and  life- 
history  of  the  trypanosomcs  of  some  of  the  lower  animals, 
confirmed  Kleine's  observations,  and  also  considerably 
expanded  them  by  showing  that  it  was  only  diu-ing  a  par- 
ticular period  in  the  recurring  cyclical  nmltiplication  of 
the  trypanosome  in  the  circulation  of  the  vertebrate  host 
that  it  could  be  efficiently  conveyed  to  its  intermediary  the 
tsetse  fly.  Further,  this  talented  protozoologist  traced  the 
development  of  the  parasite  in  this  insect  through  its 
various  i^hases  in  its  jiassage  from  the  alimentary  canal  to 
the  salivary  glands  and  tlience  to  the  vertebrate.  Con- 
currently with  investigations  into  the  life-history  of  the 
trypanosome  others  were  directed  to  ascertaining  the 
topical  distribution  and  bionomics  of  Glossina  ^m/^KiZ/s, 
notably  by  Hodges  and  Bagshawe. 

For  some  time  it  was  believed  that  man  was  subject  to 
only  one  of  the  considerable  number  of  trypanosomcs  now 
known  to  affect  the  vertebrates,  but  recent  discoveries 
have  shown  that  he  is  subject  to  invasion  by  at  least  two 
other  members  of  the  group  equally,  if  not  more,  dangerous 
— namely,  'Tnjpunosdinii  crmi,  an  American  species  which 
so  far  has  not  be'en  studied  specially  by  British  observers, 
and  Trijpanof.ODia  rlioilcsiensc.  The  discovery  of  this 
latter  trypanosome  we  owe  to  Stephens  and  Fanthain.  It 
appears  to  be  confined  to  Rhodesia,  particularly,  but  not 
entirely,  to  the  north  of  the  Zambesi.  Morphologically  it 
resembles  Trijpanosonni  hnicei,  if  it  be  not  identical  with 
that  trypanosome,  and  like  Trypanosoma  hriicei  is  trans- 
mitted, as  shown  by  Kingliorn  and  Yorke  and  others,  by 
Glossina  morsitans. 

Much  attention  has  been  given  by  British  workers  ta 
the  symptomatology  and  morbid  anatomy  of  sleeping  sick- 
ness. As  regards  the  latter,  the  most  important  observa- 
tions are  those  of  Mott,  who  has  shown  that  tlic  nervous 
symptoms  of  the  disease  are  the  result  of  an  extensive 
small-cell  infiltration  of  the  perivascular  connective  tissue 
of  the  brain,  very  similar  to  that  occurring  in  general 
paralysis  of  the  insane. 
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Tick  Fkvuu. 

Vaiulykc  Cartel'  was  the  tirst  to  describe  a  si)irocliaetc 
ill  associatidu  with  tlie  relapsiiif^  fever  of  India,  a  spiro- 
cliaete  possibly  identical  witli  the  SiiiiocJidcIa  rrfiirrciitis 
of  Obeniieyer.  Accor(]iiij>  to  Mackie,  it  is  transmitted  in 
India  by  the  louse.  Livini;stoiic  and  Sir  .lolin  Kirk  liad 
called  attention  many  years  a<;(>  to  a  fever  prevalent  in 
particular  parts  of  l'ortn<;ucsc  Ivist  Africa  (notably  Tcte 
on  the  Zambesi)  which  was  attributed  locally  to  the  bite 
of  the  carrapata,  a  tick  haviiii;  but;  like  habits.  It  was 
reserved  for  ^lilne  and  lioss  in  l't;anda  and  JJntton  and 
Todd  on  the  Congo  to  show  that  this  .African  carrapata 
disease  is  a  relapsing  fever,  and  that  it  is  caused  by  a 
spirochaete  — ,S^)ir()(7((r< /(r  (liillniii — which,  in  its  turn,  is 
transmitted  from  man  to  man  by  the  bite  of  tlie  tick 
Ui  iiillioilonin  moiihtila  ;  and,  furthci,  that  it  can  be  trans- 
mitted not  only  by  the  tick  originally  infected  but  also  by 
the  progeny  of  that  particular  tick.  At  first  there  was 
some  doubt  as  to  whether  or  not  the  new  spirochaete  was 
identical  with  tliat  of  Obcrnieyer,  but  well  marked  differ- 
ences in  their  respective  pathological  and  clinical  effects 
on  man,  as  well  as  the  experimental  work  of  Kinghorn 
and  ]!rciul,  showed  that,  although  morphologically  similar, 
they  were  specifically  distinct.  The  life-history  of  the 
fipirochactc  in  the  vertebrate  liost  has  been  worked  out 
to  some  extent,  particularly  by  ]5reinl,  of  the  Liverpool 
.School  of  Tropical  Medicine,  and  in  the  tick  by  Sir 
AVilliam  Leishiuan,  K.A.M.C.  According  to  Brcinl,  the 
parasites,  when  they  disappear  from  the  blood  at  the 
crisis  of  the  characteristic  recurring  febrile  paroxysms,  are 
taken  up  and  destroyed  for  the  most  part  by  the  phago- 
cytes ;  a  proportion,  however,  enter  certain  cells  wherein 
they  coil  up  and,  ultimately,  after  breaking  up  into  a 
number  of  granules,  escape  as  such  from  the  "cell  and 
develop  in  the  blood  into  the  spirocliaetes  which,  on 
maturing,  give  rise  to  the  succeeding  paroxysm  of  fever. 
As  regards  the  spirocliaetes  in  the  tick,  Leishman  found 
tliat  on  entering  the  stomach  they  also  break  up  into 
minute  granules,  which  pass  into  the  cells  of  the 
Malpighian  tubes,  and  thence  into  the  eggs  of  the  tick, 
and  also  into  its  excreta.  Thus  tlie  parasite  lias  double 
opportunity  of  survival,  either  in  the  next  generation  of 
ticks  or  by  passing  out  in  the  excreta  of  the  tick  and  so 
obtaining  access  to  a  human  or  other  vertebrate  host 
through  contamination  of  the  wound  it  inflicts  when  the 
tick  niLxt  proceeds  to  feed.  Balfour  has  made  some  very 
interesting  observations  on  the  process  of  granule  forma- 
tion and  discharge  in  the  case  of  a  similar  spirochaete  in 
Sudanese  fowls,  which  tend  to  throw  light  on  what  occurs 
in  Spirdclideid  diUloni,  both  in  the  tick  and  in  the  human 
bod  y . 

Y.\ws. 

Soon  after  the  discovery  of  the  spirochaete  of  syphilis  by 
Schaudinn,  Castellsni,  then  of  the  Ceylon  MedicarService, 
describe  d  a  similar  though  differeut  organism,  Sjiii-ochiuta 
jpitcniiia  (v.  piilluluhi)  as  the  germ  cause  of  yaws.  His 
observations  have  been  confirmed  and  are  now  generally 
accepted.  The  same  observer  described  another  species 
of  spiro(diaete,  Sjiirocluicla  hroncliicdis,  as  the  cause  of 
a  form  of  chronic  bronchitis  occurring  in  Ceylon,  and 
probably  in  .\frica. 

IjKISI[M.\N1,\SIS. 

Medical  men  in  India  and  elsewhere  have  long  been 
familiar  with  a  form  of  chronic  irregular  fever  associated 
with  great  enlargement  of  the  spleen  and  liver.  It  is  a 
deadly  disease.  In  parts  of  India — .Assam,  for  exanipU; — 
where  it  is  especially  prevalent  and  is  called  kala-azar,  it 
is  ii  serious  matter,  having  swept  away  a  large  part  of  the 
population  of  some  districts,  and  is,  or  was,  spreading 
steadily  as  an  epidemic  ov(;r  a  largo  part  of  the 
Bralima])iitia  valley.  The  disease  was  generally  rele- 
gated to  the  malarial  group,  although  some  observers, 
being  struck  with  the  absence  in  this  febrile  sideno- 
luegaly  of  the  three  pathognomoniir  marks  of  malaria 
— namely,  tertian  or  (|Uaitan  periodicity,  amenability 
to  treatment  with  ([uinine,  and  the  presence  of  the 
malarial  parasite  or  its  product,  haemozoiii,  in  tin; 
blood— refused  to  acknowledge  its  malarial  nature. 
Several  coiiiinissiuus  sent  by  the  (iovernment  in  India 
to  ascfu-tain  the  exact  nature;  of  the  disease  completely 
failed  to  establish  its  etiology.  Some  of  us  thought  that 
kala-a/ar  might  possibly  be  due  to  some  parasite  similar 
to  the  trypanosome,  at  that  time  recently  discovered  in 
association    with   a  chronic    irregular    fever    and    sleeiiiug 


siskne.ss.  Sir  AVilliam  Ijcislimaii  in  1902,  and  again  in 
1903,  almost  simultaneously  with  Donovan,  found  in  tlie 
spleen,  in  eases  of  Indian  febrile  splenomegaly,  a  minute 
oval  body  possessing  two  niulear  masses,  one  spherical  or 
oval  and  relatively  of  considerable  size,  the  other  linear 
or  bacilliform  and  very  minute.  Kxtended  investigations 
have  shown  that  these  oval  bodies  are  present  in  the 
siilccii,  liver,  bone  marrow,  and  elsewhere  in  every  case 
of  kala-azar,  and  that  they  are  characteristic  and  the  cause 
of  this  deadly  disea.sc,  which,  as  we  uow  know,  is  by  no 
iiieaus  confined  to  India.  -Attempts  at  cultivation  on 
bacteriological  lines,  that  is  to  say  in  warm  media,  were 
unsuccessful.  Later,  however  (in  1904),  Sir  I,e<juard 
Kogers  ascertained  that  if  these  Leishman  ■  Donovan 
bodies,  as  they  came  to  be  called,  were  kept  at  ordinary 
tropical  atmospheric  temperatures,  about  22  Centigrade, 
in  a  sodium  citrate  solution,  they  underwent  a  remarkable 
development,  first  multiplying  by  division  and  later  on 
(ieveloping  into  flagellated  herpetoiuonas  forms.  This 
discovery  indicated  that  the  parasite  is  capable  of  living 
outside  the  human  body,  it  may  be  in  some  cold-blooded 
anima!,  such  as  an  insect  or  other  intermediary.  From 
the  point  of  view  of  prevention,  it  is  extremely  important 
that  the  life-history  of  Liishiiiiinia  doiiovaui  be  com- 
pleted. In  endeavouring  to  attain  this  desirable  cud 
workers  must  not  allow  themselves  to  be  too  much 
obsessed  by  the  fact  that  in  the  similar  parasites  of 
malaria,  of  trypanosomiasis,  of  spirochaetosis,  as  well  aa 
those  of  yellow  fever  and  of  dengue,  an  arthropod  inter- 
mediary is  essential  in  their  life-history.  Possibly 
LeisJimania  requires  such  a  vector  and  intermediary; 
analogy  certainly  suggests  this,  but  suggestion  is  not 
proof.  The  recent,  and  to  my  mind  very  important, 
observations  of  Laveran  and  Fantham  and  Porter  have 
shown  that  similar  flagellated  organisms — proper  to  in- 
sects, etc. — can  be  transmitted  both  by  iuoculatioM  and  by 
the  mouth  to  warm-blooded  vertebrates  and  flourish  in 
them,  such  transmission  being  by  no  means  in  every 
instance  a  biological  necessity  for  these  parasites.  It  is 
true  that  Patton  has  succeeded  in  tracing  the  development 
of  Leixlunajtiu  donoviuii  up  to  a  point  in  the  bed-bug,  but 
so  far  his  observations  have  not  been  accepted  as  con- 
elusive  that  the  bug  is  the  transmitter  or  a  necessary 
agent  in  the  life-history  of  Leishmania. 

Xot  long  after  the  discovery  of  the  Ijcishman-Dnnovan 
body  in  kala-azar  similar  parasites  were  found  by  Wright 
in  Oriental  sore,  of  which  troublesome  form  of  ulceration 
they  are  undoubtedly  the  germ  cause.  Still  more  recently 
similar  bodies  have  been  found  in  a  variety  of  other 
ulcerative  affections  in  tropical  .America  and,  by  Chris- 
tophcrson,  in  the  Sudan,  one  of  them,  Lspuudia,  being  a 
very  grave  disease  indeed. 

YkLLOW    FnVKit    AXO    Dl'.NllUK. 

There  are  two  fevers  peculiar  to  warm  climates  which, 
though  differing  very  much  as  reganls  gravity,  have  in 
some  respects,  both  etiologically  ami  clinically,  many 
features  in  common.  1  refer  to  yellow  fever  and  dengue. 
(1)  Their  respective  germs  exist  in  the  blood  and  are 
ultramicroscopie;  (2)  their  germs  are  conveyed  to  man  by 
the  same  species  of  mosquito.  Slci/onii/in  cah^piis  :  (3)  one 
attack  confers  absolute  or  relative  immunity;  (4)  in  both 
there  is  a  primary  fever  and  gcneially  .a  secondary  fever; 
(5)  in  both  there  is  marke<l  flushing  of  the  .skin,  violent 
headache,  gei:eral  aching,  and  a  rapidly  attained  liigh 
temperature  which  is  generally  associated  with  a  relatively 
slow  pul.se ;  the  duration  of  the  primary  fever — throe, 
four,  or  five  days — is  about  tlu>  same  in  both.  These 
etiological  and  clinical  features  lield  in  common  suggest 
some  kind  of  relationship  as  regards  the  respective  germs. 
Carlos  Finlay  of  Havana  was  the  first  to  endeavour  to 
]u'ove  experimentally  that  yellow  fever  was  conveyed  by 
mosquito  bite,  and  he  distinctly  indicated  Slrijomi/ia 
i-dlo/iim  as  the  species  conceiMed.  His  experiments  were 
neithiu-  numerous  nor  convincing,  and  the  subject  was 
dropped  till  the  American  commissioners  Itccd,  Carroll, 
.\gramonte,  and  liazear  -  took  the  matter  u])  and  definitely 
establislusd  the  fact  that  yellow  fever  is  transmitted  by 
Ihi;  bite  of  Slii/iiiiii/iii  ciilopiis  and,  in  nature,  by  no  other 
means.  Tlie  practical  a[iplication  of  this  discovery,  in 
Havana  and  on  the  Panama  Canal  by  Cmrgas  and  his  col- 
leagues, and  by  others  elsewhere  in  tropical  .America,  has 
led  to  what  must  be  regarded  as  one  of  tlu'  greatest 
triuiiiplis  of  iircveTitivo  medicine,  whether  in  the  tropics  or 
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elsewhere.  Any  claim  for  a  share  in  this  important 
acliievement  that  might  be  advanced  for  British  workers 
can  be  at  most. only  an  indirect  one. 

Fortunate]}'  the  deadly  yellow  fever  has  hitherto  been 
confined  to  tropical  America  and  West  Africa,  extending  to 
Western  Europe  and  parts  of  America  only  at  long  inter- 
vals and  only  during  the  hot  months  of  the  year,  and  even 
then  only  in  circumscribed  epidemics.  Not  so  dengue  ;  it 
occurs  in  extensive  epidemics  throughout  tlie  entire  tropical 
and  subtropical  belts,  where  in  certain  places  it  is  more 
or  less  endemic.  Why  yellow  fever  has  not  a  similar  dis- 
tribution is  hard  to  explain,  seeing  that  both  diseases  are 
conveyed  by  the  same  Stcgomyia  mosquito.  It  is  only 
quite  recently  (1916)  that  Stegoniyia  has  been  proved  to  be 
a  vector  of  dengue.  For  this  injportant  piece  of  informa- 
tion we  are  indebted  to  three  Australian  physicians — 
Burton  Cleland,  Bradley,  and  McDonald.  It  is  true  that 
previous  workers  had  blamed  the  mosquito  as  the  vector 
of  the  germ  of  dengue — notably  Graham  in  Syria  in  1903, 
and,  later,  Ashburu  and  Craig  in  Manila,  but  in  neither 
case  were  the  experiments  satisfactory,  and  it  would 
appear  now  that  the  mosquito  which  they  blamed — 
namely,  Ciilex  fatitjans — is  not  the  only  transmitter,  if  it 
be  a  transmitter  at  all.  The  Australian  physicians  referred 
to,  although  they  failed  with  Cule,c  Jatigans,  succeeded  in 
communicating  dengue,  under  conditions  which  completely 
excluded  every  possible  source  of  fallacy,  by  infected 
Stegomyia  calvjnis. 

Pappataci  Fever. 

Pappataci  fever — an  ephemeral  fever  of  approximately 
three  days'  duration  and  regarded  sometimes  in  tropical 
countries  as  a  fever  of  acclimatization — has  long  been 
known  to  tropical  practitioners.  Shortly  before  the  part 
played  as  vector  by  Fhlebotoinas  papatanii  was  known  the 
clinical  characters  and  specific  nature  of  this  fever  were 
described  and  recognized  by  James  in  India  and 
McCarrison  in  Chitra*.  Subsequently  Birt  confirmed  the 
discoveries  of  Doerr,  Franz,  and  Taussig  as  regards  the 
part  plaj'ed  hy  PJilebotomns,  and  British  naturalists  have 
worked  out  in  a  great  measure  the  bionomics  of  that 
insect. 

UXDIFFERKNTIATED    FeVERS    OF   THE    TrOPICS. 

There  can  be  little  doubt  that  in  addition  to  the  fore- 
going there  are  other  fevers  of  a  specific  nature  peculiar  to 
the  tropics,  whose  germ  causes  and  vectors  have  hitherto 
escaped  detection.  Many  attempts  have  been  made  by 
British  observers,  particularly  Crombie  and  Leonard 
Rogers,  to  classify  these  fevers  on  a  clinical  basis,  but 
until  the  germs  or  their  vectors  have  been  recognized,  any 
arrangement  of  this  nature  can  be  regarded  only  as  a 
temporary  one. 

Helminthiasks. 
Trematodcs. 

Of  late  years  many  additions  have  been  made  to  the 
list  of  trematodes  invading  tropical  mankind,  as  well  as  to 
our  knowledge  of  the  pathological  effects  and  life-histories 
of  the  more  important  of  them.  For  much  of  this  we  are 
indebted  to  British  investigators.  • 

I  may  cite  the  new  West  African  fluke,  Watsonius 
ivatsoni,  discovered  by  Dr.  Watson  in  1904,  and  since 
found  to  be  not  uncommon  in  certain  parts  of  Nigeria  ; 
Crastrodiscus  hominis,  discovered  by  Lewis  and  McConnell 
in  India  in  1876;  Echinosloina  malayanum,  by  Drs. 
Macaulay  and  Stanton  in  1911  in  the  Malay  States ; 
Clonorchis  sinensis,  by  McConnell,  in  1874;  Opisthorchis 
noverca,  by  Lewis  and  Cunningham,  in  1872  ;  Fasciolopsis 
husTcii,  by  Busk,  in  1843  ;  Paracjotiivi  iis  wesicrmnnii,  for  the 
first  time  in  man,  by  Kinger  in  Formosa  in  1880,  its  ova 
having  been  recognized  previously  and  independently  by 
Baelz  and  the  writer  as  a  characteristic  feature  in  the 
sputum  of  patients  suffering  from  a  somewhat  serious 
form  of  endemic  haemoptysis  oc'curring  in  Japan,  Korea, 
Formosa,  and  the  Philippines. 

Schistosomiasis. 

These  discoveries,  though  interesting  to  the  helminth- 
ologist,  are  of  comparatively  small  importance  to  the 
pathologist,  especially  if  compared  with  the  most  recent 
discoveries  in  connexion  with  that  i)eculiar  family  of 
trematodes,  the  Schistosomidae,  including  Schistosoma 
haematotjium  (Bilharzia),  ScJiistosoma  maiisoni,  and 
Schistosoma  japonicum. 

Since  Bilharz,  in  Egypt,  in  1851,  discovered  the  parasite 
which  bears  his  name  it  has  been  ascertained  that  this 


trematode  is  widely  distributed  throughout  the  African 
continent,  the  adjacent  islards,  f  nd  u  pitrts  of  Asia  ;  that 
in  many  districts  it  i>:  very  p^valent — for  example.  Lower 
Egy))t,  where  it  alfects  one  third  and  in  some  places  even 
90  per  cent,  of  the  fellaheen  population;  that  it  is 
the  cause  of  grave  and  even  fatal  disease ;  and 
that  it  has  a  decidedly  deteriorating  influence  on  the 
general  health  and  therefore  on  the  economic  condition 
of  the  seriously  affected  area.  Its  pathological  effect 
has  been  fairly  exhaustively  studied  of  late  years, 
especially  by  iladden,  Milton,  Saudwith,  and  others,  and 
the  morphology  of  the  adult  worm  and  its  ova  determined, 
but  the  important  matter  of  its  life-history  and  the 
channels  by  which  it  enters  the  human  body  were  until 
quite  recently  (1916)  either  quite  unknown  or  at  most  mere 
matters  of  speculation.  Dr.  Leiper  of  the  Loudon  School 
of  Tropical  Medicine,  by  a  series  of  brilliant  observations 
and  successful  experiments,  has  now  completely  filled  in 
this  hiatus  in  bur  knowledge,  and  has  thereby  placed  in 
the  hands  of  the  sanitarians  a  sure  guide  in  developing 
methods  for  the  prevention  of  a  disease  which  hitherto 
has  proved  the  despair  of  the  therapeutist.  The  history 
of  Leiper's  discoveries  is  interesting,  not  only  as  regards 
the  subject  they  concern  more  particularly,  but  also  as 
once  more  showing  how  what  at  the  time  appears  to  be  a 
discovery  with  reUitively  small  bearings  may,  sooner  or 
later,  lead  to  others  of  vastly  greater  importance. 

A  chronic  and  very  fatal  disease  characterized  by  en- 
largement of  the  liver  and  spleen,  blood  and  slime  in  the 
stools,  anaemia,  and  ultimately  ascites,  had  been  recognized 
for  a  considerable  time  as  endemic  in  certain  parts  of  Japan 
and  China.  Subsequently  the  ova  of  a  trematode  were 
found  to  be  a  feature  in  the  stools  and  organs  of  such 
cases.  Still  more  recently  Katsurada  found  in  the  liver 
of  cats  from  one  of  the  endemic  areas  numerous  schisto- 
somes containing  eggs  identical  to  all  aiipcarances  with 
those  found  in  the  faeces  of  the  human  subjects  of  this 
disease;  and  still  later,  1905,  Catto  found  the  same  parasite 
and  eggs  in  the  organs  of  a  Chinaman  who  died  in  Singa- 
pore. The  disease  is  now  known  as  Katayama's  disease, 
.lapanese  observers  have  found  that  its  parasite.  Schisto- 
soma japonicum,  can  be  communicated  to  cats  simply  by 
immersing  them  in  the  water  of  certain  rice  fields  in  the 
endemic  area.  It  was  not  essential  that  the  water  should 
be  swallowed ;  simple  immersion  of  part  of  the  body 
of  the  cat  sufliccd.  Myari  succeeded  in  infecting 
animals  from  a  mollusc  common  in  these  rice  fields. 
He  traced  the  development  of  the  trematode  in  the 
mollusc  and  concluded  that  man  acquired  infection  by 
working  in  the  rice  field,  a  conclusion  supported  by  the 
experience  of  Europeans  in  China,  priucijially  sportsmen 
devoted  to  snipe  shooting,  who,  it  is  to  be  presumed,  had 
acquired  the  disease  in  wading  through  rice  fields  or 
swamps.  Leijjer,  inqiressed  by  these  observations  and 
recognizing  their  possible  bearing  on  bilharzia  disease  of 
Egypt,  applied  for  and  obtained  permission  and  facilities 
from  the  London  School  of  Tropical  Medicine  to  proceed 
to  the  Far  East  to  fannliarize  himself  with  and  to  test 
Myai'i's  conclusions.  The  latter,  somewhat  modified,  he 
confirmed.  Returning  to  England,  he  placed  the  matter 
before  the  War  Office  aiithorities,  who,  recognizing  the 
importance  of  bilharzia  disease  to  the  large  body  of  troops 
assembled  in  Egypt,  and  acting  in  concert  with  the 
Medical  Research  Committee,  commissioned  Leiper  to 
proceed  at  once  to  that  country  to  study  locally  the  etiology 
of  bilharziasis  and  to  suggest  measures  for  its  ijrevention 
and  for  the  protection  of  the  troops.  In  a  very  short 
time  Leiper,  assisted  by  Drs.  ,1.  G.  Thomson  and  Cockin, 
ascertained  that  on  emerging  from  the  terminal-spined 
egg,  opportunity  serving,  the  miracidium  of  Schistosoma 
hacmatotiiimi  enters  the  liver  of  a  fresh-water  mollusc,  a 
species  of  Bullinns  (di/tjowski),  very  common  in  the  irriga- 
tion canals  of  Egypt,  and  transforms  into  a  sporocyst  and 
daughter  sporocysts,  wherein  vast  numbers  of  cercariae 
develop.  The  cercariae  idtimately  escape  into  the  water, 
penetrate — opportunity  offering — the  skin  of  man  or  other 
vertebrate,  and,  dropping  their  tails  in  the  passage,  find 
their  way  into  the  liver  of  the  vertebrate  host,  wlierein, 
after  six  to  ten  weeks,  they  attain  sexual  maturity, 
becoming  adult  trematodes,  which,  passing  into  the  veins 
of  the  bladder,  produce  the  characteristic  terminal-spined 
eggs  which  escape  in  the  urine. 

During  these  investigations  Leiper  was  able  to  settle 
another    and    much    disputed   point   in    connexion    with 
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bilhaiziasis.  It  Lad  loni^  becli  rccoijuized  that  tiiere  ai'c 
two  types  l(  b;Jliav;;ia  ovi.,  0110  .tciimiu>l-s|iiMed  and  paHsed 
lii-incipall^  i'l  the  uii.ii!  am' tmly  i^con  <i'Jually  in  the  faeces; 
the  otiiei'  hitei'al-spined  aud,  piactically,  found  exchisively 
ill  the  faeces.  Botli  types  of  ovuiii  were  "generally  attributed 
to  the  same  species  of  treiuatode,  the  (hITereiice  in  tlie 
])osition  of  the  spine  heiiiy  variously  exi)hiiiied.  In  1903 
tlic  wi-itei',  in  exaniiniug  tlie  faeces  of  an  lOiigHshmau 
from  the  West  Indies,  eneountei-ed  numerous  lateral- 
spiiied  ova.  Seeiiij,'  that  tlie  patient  liad  never  visited 
Africa  or  any  other  re;j,iou  wliere  liilharziasis  was  known 
to  be  endemic,  that  llie  urine  contained  no  terminal  spined 
ova,  and  tiiat,  altliouj^li  thousands  of  examinations  of  tlic 
urine  must  have  been  made  in  tlie  West  Indies,  bilharzia 
ova  had  never  been  reported  from  that  part  of  the  world, 
he  suijgested  that  the  schistosoma  producing  these  lateral- 
spined  ova  must  belouf,'  to  a  species  other  than  that 
producing  tcrminal-siiined  ova.  Sambon,  adding  many 
additional  reasons,  concurred  in  this  view  and  paid 
me  the  compliment  of  naming  the  new  species 
ScliistoaoiiKi  iii'iiis<<):i.  Ijooss,  who  considen.'d  that  this 
trematodo  did  not  require  an  intermediary,  refused  to 
accept  the  species.  Leiper,  however,  in  the  course  of  the 
investigations  just  referred  to,  found  that  the  niira- 
cidiuni  of  the  lateral -spined  ova  enters  a  species  of 
snail,  l'!iiiiorbis  hchai/i,  quite  distinct  from  the  Bullinus 
favoured  by  the  termiual-spined  ova,  and  that  on  reaching 
the  vertebrate  liost  developed  into  a  sexually  mature 
schistosoma  anatomically  quite  distinct  froiu  that  resulting 
from  infection  from  the  niiracidium  of  the  tcrminal-spiiied 
ovum.  Thus  Scliistvsoiiia  huriiiiitobiiDii  produces  only  the 
terniinal:K[)ined  ova,  and  SchisfosoiiKt  Diaiisvnt  only  lateral 
sjiined  ova,  and  arc  distinct  species.  Quite  recently  many 
cases  of  lateral-spined  bilharziasis  have  been  reported  from 
the  West  Indies  and  llrazil,  but  never  a  case  of  terininal- 
spinod  bilharziasis,  so  that  now  there  can  be  uo  question 
as  to  tlie  validity  of  the  new  species  ScJiinlosoDKi-  iiitiiisotii. 
In  further  confirmation  of  this  conclusion  Lutz  lias  found 
that  a  I'lanorbis  is  its  intermediary  host  also  in  Brazil. 

Dracoiiiidsis. 
Although  the  anatomical  features  of  the  adult  guinea- 
worm  and  of  its  larva  had  been  ascertained,  little  was 
known  of  the  life-history  of  this  formidable  parasite  until 
Fcdschcnko  discovered  in  1870— a  discovery  subsequently 
confirmed  by  the  writer — that  the  larva  on  being  passed 
into  water  enters  the  body  of  a  fresh-water  cyclops, 
wherein  it  undergoes  extensive  developiuciital  changes. 
In  1907  Leiper  was  sent  by  the  London  School  of  Tropical 
Medicine  to  West  Africa  to  endeavour  to  ascertain  in  what 
way  the  parasite  after  leaving  cyclops  returns  to  m;ui. 
He  found  that  if  the  infected  crustacean  were  immersed 
in  a  weak  (0.22  per  cent.)  solution  of  hydrochloric  acid  (in 
imitation  of  gastric  juice)  the  cyclops  was  immeiliately 
lulled,  whilst  the  included  parasites,  on  the  contrary,  were 
stimulated  to  great  activity,  and  bored  their  way  tlirough 
the  integument  of  the  cyclops.  This  exiieriment,  he  con- 
jectured, indicated  the  route  likely  to  be  followed  by  the 
guinea  worm  in  n.-iture.  As  confirmatory  experiment  on 
man  was  out  of  the  question,  Leiper  administer!  d  infected 
cyclops  to  a  monkey,  and  had  the  satisfaction,  on  the  death 
of  the  monkey  several  months  later  in  England,  of  finding 
three  female  and  two  male  guinea-worms  in  an  advanced 
state  of  d(>vcloi)iiient  in  its  tissues.  From  this  we  may 
conclude  that  the  infection  is  acquired  by  man  from 
cyclops-infested  drinking  water  fouled  hy  guinea-worm 
carriers.  Lfiicient  jn-eventive  measures  are  clearly 
indicated  by  this  new  Icnowledge. 

.  l.srr/r/.s  hi tiilin'ct'uff'S. 
It  lias  been  geucsrally  accepted  that  the  experiments  of 
Davaiue,  (Irassi,  and  otiier  Continental  workers  had  proved 
that  the  larvae  in  tlu'  ripe  eggs  of  ascaris  were  hatched 
out  in  the  luiniau  intestinal  canal,  and  therein  imme- 
diately proceeded  to  sexual  maturity.  Quite  recently, 
however,  the  exijorimental  work  of  Stewart  ti^nds  to  show 
that  the  life-history  of  this  vtu-y  common  parasite  may  he 
not  cpiite  so  simple.  Sambon  already  had  pointed  out 
that  the  papilla  or  Ix^ak,  a  itons)iicuoiis  feature  in  the 
larval  ascaris,  indicated  tliat  the  little  organism  at  an 
early  stage  of  its  existence  bores  its  way  into  the  tissues. 
Ste\v;irt  has  now  shown  that  if  ri[ie  ascaris  eggs  are  fed 
to  a  mouse  many  of  the  larvae  liberated  in  the  intestinal 
canal  pass  to   the   lungs,  and,  if   the  dose  of  eggs  is  large. 


may  oven  induce  fatal  pneumonia.  The  complete  bearing 
as  regards  man — the  normal  host  of  Ascaris  tuiiibricoides 
— of  this  observation  is  not  (]iiite  apparent,  but  it  certainly 
goes  a  long  way  to  prove  Sambon's  view  that,  before  attain- 
ing sexual  maturity,  the  parasite  must  enter  the  tissues  of 
its  human  host. 

FiliiriaKif:. 
Ill  1872  Timothy  Lewis,  in  India,  ascertained  that  the 
larval  tilaria  discovered  by  IJemarquay  and  Wucherer  in, 
pathological  fluids  was  normally  a  parasite  of  the  circula- 
tion. He  called  it  FUarin  xiuif/uiiiis  )iominis.  In  1876' 
Bancroft,  in  Australia,  discovered  the  parental  worm, 
Filaria  bancrofti.  Subsequently,  in  1878,  the  writer- 
ascertained  that  a  Culex  mosquito  served  as  its  inter- 
mediary host,  abstracting  the  microfilaria  from  the  blood 
and  providing  it  with  an  opportunity  for  undergoing 
inqiortantdevelopmental  changes,  during  which  it  increases 
in  size  from  a  microscopic  object  to  one  just  visible  to  the 
naked  eye,  and  possessing  an  alimentary  canal  as  well  as- 
remarkable  powers  of  locomotion.  In  1900  Low  at  the 
London  School  of  Tropical  iledicine,  and  subse(jnently 
James  in  India,  made  the  im])ortant  discovery  that  at  this 
stage  of  development  the  larval  worm  passes  into  the 
labium  of  the  mosquito's  proboscis,  and  gets  back  into  man 
direct,  the  old  idea  of  the  mosi|uito  dying  on  the  water  and 
the  embryos  escaping  into  this  medium  and  so  reaching, 
man,  being  thereby,  if  not  alisolutely  disproved,  rendered 
improbable.  Noe,  Grassi,  and  Kiilleborii  in  the  case  of  the 
allied  parasite  (Filaria  immitis}  of  the  dog,  and  Bahr  iu 
the  case  of  the  liuniau  parasite,  have  shown  the  exact 
mechanism  of  how  this  takes  place.  Finally,  the  meta- 
morphosed embryos  arrive  at  the  lymphatics,  where 
development  is  completed  and  the  new  generation  of 
embryo  filariac  born. 

When  working  in  China  at  the  life-history  of  the  filaria 
I  stumbled  on  the  phenomenon  known  as  "  filarial 
periodicity."  The  microlilariao,  I  found,  under  normal 
circumstances  come  into  the  general  circulation  iu  the 
evening,  increase  in  number  till  iiiidniglit,  aud  gradually 
disappear  towards  morning,  being  almost  entirely  absent 
from  the  i^eripheral  circulation  during  the  ilay,  when, 
as  1  subsequently  ascertained,  they  lie  up  in  the  lungs 
and  greater  blood  vessels.  Stephen  Mackenzie  showed 
that  by  inverting  the  habits  of  the  human  host  as  regards 
the  times  of  sleep  this  [leriodicity  was  correspondingly 
inverted,  the  lilariae  then  coming  into  the  peripheral  cir- 
culation during  the  day  and  disapjjcariug  from  it  at  night. 
For  many  years  it  was  believed  that  this  type  of 
periodicity  was  ob.served  by  ]''iliiria  bancrofti  embryos  in 
all  countries  and  climates.  It  certainly  applies  in  most 
instances  to  China,  India,  .Africa,  and  .\merica.  but  we 
now  kiKiw  that  it  does  not  hold  good  for  the  islands  of  the 
I'acilic — islands  in  which  iilariasis  is  particularly  pre- 
val(!iit.  Thorpe  was  the  first  to  notice  this,  and  later 
Lynch  and  others,  especially  lialir,  continued  his  observa- 
tion in  b'iji  aud  elsewhere. 

A  larval  lilaria  described  by  Ashburn  and  Craig  in  the 
Philippines  in  1906  under  the  name  of  Fihnia  jiliitip- 
pinciisis  has  recently  been  proved  to  be  only  an  oxanqile 
of  /''.  bancrcfti,  adults  from  such  cases  being  indis- 
tinguishable from  the  latter.  Further,  Leiper,  after 
careful  study,  has  failed  to  tind  any  anatomical  dillerences 
between  the  adult  worms  from  Fiji  ami  those  from  Asia 
and  elsewhere.  It  seems  to  the  writer  that  Bahr  may 
have  suiiplied  tlui  explanation  of  the  discrepancy  as 
regards  periodicity  between  lh(^  ordinary  and  the  Pacific 
microHlaria.  This  observer  has  shown  that  although  in 
Fiji,  as  elsewhere-,  the  night  fei^diug  Cnicr  fntiijaiis  is  an 
ellicient  intermediary  for  the  filaria,  it  is  not  the  usual  or 
most  efficient  intermediary  in  that  group  of  islands,  la 
Fiji  theday-feediiigmoscpiito.  .S7i'(/<"".'/"'  pscudoKCiilcllaris, 
is  not  only  a  very  common  insect  but  in  respect  of  efliciency 
as  an  intermediary  for  tlu^  lilari.i  is  ahead  of  Culex 
fali(/iiiis,  and  he  concludes  that  the  tilaria  has  partially 
adai)t(>d  its  habits  to  those  of  its  favourite  intermediary 
in  the  Pacific,  just  as  it  has  adapted  itself  to  the  habits 
of  Ciller  Jaliijaiis  and  other  nocturnal  nios(piitos,  its 
favourite  intermediaries  in  Asia,  .\frica,  and  .-Vmerica.  It 
may  be  suggested  that  the  explanation  might  lie  in  some 
])cculiarity  of  climate  or  other  circumstance  p(>culiar  to 
Fiji  and  the  Pacilic  islands  generally  :  but  the  same 
writ(!r  has  shown  that  the  microtilaria  of  coolies  imported 
from  India,  who,  presumably,  had  brought  their  parasites 
with     them     from     their     native     country,    retained    tlio 
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nocturnal  periodicity  habit  even  after  years  of  residence 
in  Fiji,  whilst  Indians  born  in  Fiji  acquired  the  non-periodic 
tilaria  only.  The  point,  however,  is  not  settled,  as  Culex 
fatifjans  does  exist  and  can  carry  the  tilaria  in  Fiji. 

Although  in  many  instances  the  tilaria  appears  to  be 
non-pathogenic,  nevertheless,  seeing  that  it  is  apt  in  a 
considerable  projiortion  of  instances  to  give  rise  to  serious 
disease,  especially  elephantiasis,  and  that  it  occurs  in  a 
large  proportion  (5  to  75  per  cent.)  of  the  inhabitants  of 
many  tropical  countries,  it  is  a  very  important  element  in 
tropical  pathology. 

Many  British  workers  have  studied  the  pathological 
bearings  of  this  parasite,  and  have  definitely  linked  it  up 
as  the  cause  of  lymphangitis,  of  chyluria,  varicose  groin 
and  axillary  glands,  lynijih  .scrotum,  chylocele,  various 
forms  of  lymphangiectasis  and  of  tropical  elephantiasis, 
and  also  of  fatal  septicaemia  supervening  on  suppuration 
in  abdominal  and  other  seats  of  lymjihatic  varix.  Of 
interest  are  the  observations  of  Wise  in  Demarara,  and 
Bahr  in  Fiji,  on  the  cretitied  remains  of  effete  filariae  in 
the  lymphatic  glands  and  elsewhere. 

Other  Microfilariae. 

As  opportunity  presented  itself  the  writer  made  syste- 
matic examination  of  the  blood  of  the  natives  of  many 
different  tropical  countries,  and  in  this  way  was  enabled 
to  discover  the  blood-haunting  larval  filariae  of  three 
additional  and  specifically  distinct  nematodes,  namely, 
Filaria  loa,  Filaria  perstans,  and  Fiiaria  demarquaiji. 

The  embryos  of  Filaria  (loa),  the  eye  worm  of  tropical 
West  Africa  and  its  hinterland,  and  the  cause  of  the 
peculiar  condition  known  as  "  Calabar  swellings,"  so 
common  in  Europeans  in  those  regions,  and  so  often  mis- 
taken for  erythema  nodosum,  resemble  very  closely  those 
of  Filaria  bancrofti.  It  differs,  however,  from  the  latter 
in  minute  anatomical  details,  and  also  in  observing  an 
exactly  opposite  periodicity,  entering  the  general  circula- 
tion during  the  day  and  disappearing  from  it  at  night. 
This  circumstance  led  the  writer  to  suggest  that  its 
liberating  and  intermediary  host  must  be  a  biting  fly  of 
corresponding  habit,  and  as  the  mangrove  fly,  Chrysops 
dimiiliata,  was  very  common  and  very  active  during  the 
day  in  the  endemic  districts,  he  suggested  that  it  might  be 
the  intermediary  host,  and  therefore  responsible  for  the 
spread  of  the  parasite.  This  suggestion  has  been  proved 
to  be  correct  by  Leiper,  whose  observations  have  been 
confirmed  quite  recently  by  Kleine  in  the  Cameroons. 

Acatitliocheilonema  perstans. 
The  larval  form  of  this  parasite  was  found  in  1891  in 
the  blood  of  a  Congo  negro  suffering  from  sleeping  sickness, 
and  subsequently  found  in  many  cases  of  that  disease. 
I  concluded  that  it  might  be  the  cause  of  this  condition, 
but  Low  and  others  have  shown  that  this  is  not  so.  We 
now  know  that  it  is  a  very  common  parasite  in  West  Africa, 
on  the  Congo,  in  Uganda,  in  British  Guiana,  and  probably 
elsewhere  in  the  tropics.  Daniels  was  the  first  to  find  the 
adult  worm  in  aboriginal  Indians  of  British  Guiana. 

Filaria  demarquayi. 

The  larvae  of  this  species  I  found  in  the  blood  of  the 
Caribs  of  St.  Vincent,  West  Indies,  and  subsequently  in 
aboriginals  of  British  Guiana  and  possibly  of  New  Guinea. 
Low  has  shown  that  it  occurs  also  in  others  of  the 
West  Indian  Islands — Dominica,  Trinidad,  and  St.  Kitts. 
He  experimented  with  many  insects  to  determine  the 
intermediate  host,  but  failed  to  find  it.  The  adult  form  was 
discovered  and  described  by  Daniels  in  1898.  Whether  the 
two  last-mentioned  nematodes  produce  any  serious  patho- 
logical effects  has  not  been  absolutely  determined.  It  is 
unlikely  that  they  do  so. 

Sprue. 

Sprue  is  one  of  the  more  important  diseases  of  the 
tropics,  particularly  as  regards  Europeans,  among  whom, 
especially  among  the  older  residents,  it  is  a  very  common, 
very  intractable,  and  very  deadly  disease.  It  is  only  of 
late  years  that  its  characters,  symptoms,  and  diagnosis 
have  come  to  be  generally  recognized,  mainly  through  the 
writings  of  Fayrer,  Thin,  myself,  Carnegie  Brown,  Begg, 
Castellani,  and  Bahr.  The  histopathology  of  the  disease 
has  been  well  worked  out  by  British  iialhologists.  There 
has  been  much  speculation  about  the  assumed  specific 
cause — bacteria,  hyphomycetes,  and  even  helminths  having 
been  at  different  times  incriminated;  so  far  nothing 
definite  in  this  respect  has  been  arrived  at.     We  are  there- 


fore still  at  a  loss  to  indicate  a  scientitic  prophylaxis  of  a 
disease  which  amounts  to  a  positive  curse  in  such  places 
as  Ceylon,  the  Malay  States,  parts  of  India,  of  China,  and 
of  many  otlier  tropical  countries. 

The  Dysentkiues. 
It  is  only  of  late  years  that  anything  approaching  to  a 
scientitic  conception  has  been  attained  of  what  is  indicated 
by  the  term  "dysentery."  Formerly  the  word  was  taken  to 
indicate  one  definite  and  distinct  disease,  but  nowadays 
we  niu-!t  regard  it  as  indicating  several  forms  of  colitis 
brought  about  by  a  number  of  specifically  distinct  disease 
germs.  Thus  we  have  protozoal  dysenteries  attributable 
to  such  germs  as  the  Entamoeba  histolytica,  the  malarial 
parasite,  leishmania,  and  Balaiiliiliniii  coli :  helminthic 
dysenteries  resulting  from  invasion  of  the  walls  of  the 
colon  by  Schistosoma  japonicum  and  Schistosoma  mnnsoni  ; 
bacterial  dysenteries  produced  by  the  several  mciiibors  of 
the  Bacillus  di/senteriae  group,  and  probably  of  other 
bacteria.  Although  most  of  the  original  discoveries  wliich 
have  enabled  us  to  arrive  at  this  classification  of  the 
dysenteries  arc  to  be  attributed  to  workers  other  than 
British,  some  of  them  may  be  fairly  assigned  to  our  fellow- 
countrymen,  especially  those  having  a  bearing  on  the  pre- 
vention of  these  diseases,  such  as  the  elucidation  of  the 
part  played  by  dysentery  carriers  and  their  treatment. 

Beri-beui. 
How  many  etiologically  distinct  forms  of  tropical 
multiple  peripheral  neuritis  are  included  under  the  term 
"  beri-beri  "  it  is  at  pre.sent  difficult  to  say  ;  probably  there 
are  several.  If  we  confine  the  term  to  that  form  of 
endemic  multiple  peripheral  neuritis  occurring  in  the 
Malay  archipelago,  China,  and  .lapan,  evidence  is  rapidly 
accumulating  that,  if  it  be  not  the  only  and  sole  cause 
of  the  disease,  a  dietary  deficient  in  the  vitamiues 
essential  for  healthy  nutrition  has  much  to  do  with  it. 
Although  the  initial  observations  which  have  led  to  this 
conclusion  are  to  be  credited  to  a  Dutch  physician  — 
Eijkman — much  has  been  done  by  British  workers  in 
narrowing  the  field  for  observation  and  in  giving  precision 
to  conclusions.  The  observations  of  Eijkman  on  beri-beri 
in  the  Dutch  East  Indies  distinctly  indicated  that  in  some 
way  or  other  the  disease  was  associated  with  a  particular 
kind  of  prepared  rice.  Later  Braddon  insisted  on  this ; 
and  although  his  explanation  of  the  modus  operandi 
of  the  rice  factor  was  not  tlic  right  oue,  yet  his 
insistence  led  to  careful  and  fruitful  investigation  and 
experiment  by  Fraser  and  Stanton  under  Government 
auspices.  The  last  named  observers  have  distinctly  shown 
that  a  leading  element,  if  not  the  only  element,  in  the 
causation  of  beri-beri,  at  all  events  in  the  Malay  States,  is 
absence  (owing  to  excessive  milling)  of  the  pericarp  and 
germ  of  the  rice  which  constitutes  tlie  staple  food  of  the 
Chinese,  Indian,  and  .lapanesc  coolie.  And,  further,  they 
have  shown  that  the  administration  of  the  millings  of  the 
decorticated  and  highly  polished  rice  can  arrest  the  de- 
veloj)ment  of  a  threatened  attack  of  beri-beri,  and,  if  it  is 
not  too  far  advanced,  cure  the  disease.  Tlicse  observa- 
tions on  man  are  supported  by  experiment  on  the  lower 
animals,  especially  on  fowls,  in  which,  as  Eijknjan  and 
many  others  have  sliown,  a  diet  exclusively  of  tlie  incrimi- 
nated forms  of  rice  induces  a  polyneuritis  closely  re- 
sembling, if  not  identical  witli,  that  of  beri-beri.  The 
conclusions  of  Fraser  and  Stanton  have  been  substantiated 
by  many  iudeiiendent  observers  in  the  Philippines,  in 
Japan,  and  elsewhere,  and  action  based  on  these  con- 
clusions has  had  most  happy  results  in  prisons,  asylums, 
hospitals,  and  other  public  institutions,  as  well  as  on 
native  labour  in  plantation  and  mining  camps.  Mott, 
Halliburton,  Durham,  and  Hamilton  Wright  have  made 
important  contributions  to  the  pathology  and  anatomy  of 
this  disease. 

Skin  Diseases. 
Mycetoma. — Since  Vandyke  Carter,  in  1859,  demonstrated 
the  mycotic  nature  of  the  melanoid  and  ochroid  forms  of 
what  is  variously  termed  Madura  foot,  fungus  disease  of 
India,  and  mycetoma,  considerable  attention  has  been 
given  to  this  and  allied  diseases  by  British  and  French 
pathologists,  notably  in  Britain  by  H.  J.  Carter,  Kanthack, 
Boyce,  .Hewlett,  Adami,  Kirkpatrick,  and  many  others. 
Owing  to  the  labour  of  these  observers,  it  is  now  known 
that  mycetoma  occurs  in  many  tropical  countries  besides 
India,  and  in  a  variety  of  forms,  and  that  the  germs  are 
introduced  through  wounds  in  the  skin. 
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ricerdtiiir/  granuloma  0/  the  ptideiiila  was  first  ile- 
seiibcd  in  India  by  MoLeod,  and  in  1896  by  Conyers  .and 
Daniels  in  British  (iuiaua,  and  subsecjiiently  by  iithei' 
liritish  woi'keis  in  Africa,  Australia,  and  clsewlierc. 
Donovan  called  attention  to  certain  coccoid  parasites 
included  singly,  or  more  usually  in  "groups,  in  the  larj^e 
mononuclear  cells  obtained  by  scrapinj;  tlie  surface  of  the 
characteristic  ulcers.  Inti'avenous  injections  of  antimony 
have  lately  l)een  used  with  <;ood  ell'ect  in  the  ireatmcnt  of 
this  disease  bj'  workers  in  lirazil,  and  Low  and  Xeuliam 
have  recently  ])ublished  the  details  of  a  case  in  England 
cured  by  this  method 

The  systematic  study  of  the  trojiical  dei-uiatomycoses 
liad  been  neglected  until  recent  years,  and  until  the 
adoption  of  Habouraud's  metiiods  by  Castellani  and 
Chalmers  had  brought  about  a  certain  amount  of  order 
into  this  little  understood  department  of  tropical  dermato- 
logy. Other  fSritish  workers  liave  from  time  to  time  con- 
tributed to  the  advancement  of  the  subject,  and  I  may 
mention  Turner  and  Sir  William  MacGregor.  Tlie  tropical 
practitioner  is  no  longer  satisfied  with  a  comprehensive 
diagnosis  of  the  mycotic  skin  diseases  by  the  expression 
'■  dhobie  itch."  He  now  recognizes  that  there  is  a  great 
variety  of  hyphomycetic  skin  disease  both  in  the  native  and 
in  Europeans;  he  distinguishes  between  erythrasma,  tinea 
cruris,  tinea  imbricata,  pityriasis  versicolor,  and  so  forth,  and 
he  Ivuows  now  that  these  are  only  a  few  of  the  many  forms  of 
hyphomycetic  sltin  disease  fostered  by  tlie  heat  and  mois- 
ture of  tropical  climates  and  contact  with  tropical  animals. 

]'oviiliiu/  Sicknc-is  of  Jamaica. — For  many  years  it  lias 
been  known  that  a  peculiar  disease,  called  "vomiting 
sickness,"  occurs  from  time  to  time  in  certain  districts  in 
the  island  of  Jamaica.  It  is  an  extremely  fatal  disease, 
the  mortality  being  anything  from  80  to  90  per  cent.  It 
occurs  particularly  in  chiklren,  although  sucklings  are 
exempt.  Naturally  its  etiology  has  been  the  subject  of 
much  siieculation  and  several  commissions  have  attempted 
to  clear  this  up.  Some  have  regarded  it  as  a  luanifesta- 
tiou  of  yellow  fever,  others  of  malaria,  but  it  has  been 
reserved  to  Dr.  H.  Harold  Scott,  Government  bacteriolo- 
gist, Jamaica,  to  solve  the  mystery.  He  has  found  that 
the  so-called  disease  is  produced  by  poison  liberated  in 
some  myst(}ri<nis  way  in  immature  or  damaged  ackees,  the 
fruit  of  Bliiihia  sapiiht  (a  tree  very  coiiinion  iu  Jamaica) 


and  mucli  used  by  the  negroes  of  that  island.  Shortly 
after  the  consumption  of  damaged  fruit,  especially  of  the 
soup  prepared  fnnu  the  damaged  fruit,  vomiting  sets  in; 
presently  this  subsides,  to  h  ■  followed  three  or  four  hours 
later  by  a  recurrence  and  a  rapid  supervention  of  con- 
vulsions, coma,  and  death.  The  average  duration  of  tlie 
illness  is  little  over  twelve  hours.  I>r.  Scott  has  proved 
that  certain  animals  are  susceptible  to  the  poison  and 
show  jioisl  mortfni  a  remarkable  fatty  dugoneratiou  of  the 
liver  and  oUicr  tissues,  a  condition  which  is  also  a  notable 
feature  in  fatal  cases  of  vomiting  sickness  in  man. 

TUEAT.MKNT    OK    TllOl'ICAL    DiSKASKS. 

^lany  recent  advances  in  our  knowdedgc  of  the  germ 
causes  of  tropical  diseases  and  in  our  diaguostic  methods 
liave  led  to  a  more  accurate  application  of  certain  drugs 
long  recognized  as  efficacious  in  particular  types  of 
dysentery,  and  to  the  introduction  of  new  drugs  and 
methods  of  treatment  in  other  diseases.  I  can  allude  to  a 
few  only  of  these  drugs,  and  such  as  are  justly  attribut- 
able to  IJritish  workers.  The  value  of  atoxyl  in  the  treat- 
ment of  trypanosomiasis  was  first  indicated  by  Tliomas, 
then  of  the  Liverpool  School  of  Tropical  Medicine,  and  the 
use  of  salts  of  antimony  in  the  same  disease  by  Plimmer 
and  Thomson  of  the  Lister  Institute. 

Sir  Leonard  Rogers,  following  up  Vedder's  work  on 
emetine,  introduced  this  drug  to  be  given  hy))odermically 
as  a  substitute  for  ipecacuanha  in  the  treatment  of 
amoebic  dysentery  and  amoebic  hepatitis.  It  has  recently 
been  demonstrated  that  this  method  does  not,  in  many 
instances,  sterilize  the  individual  of  liis  amoebae,  and  tliat 
many  of  these  cases  become  chronic  carriers.  Quite 
recently.  Dale,  Low,  and  Dobell  have  used  a  new  com- 
pound, emetine  bismuth  iodide,  by  the  mouth  in  such 
cases,  and  have  found  its  sterilizing  effect  on  the  amoebae 
to  be  much  greater  than  that  of  emetine  given  by  hypo- 
dermic injection.  It  is  quite  likely,  tliereforo.  that  the 
oral  admiuistration  will  supi)laut  the  hypodermic  method 
in  the  treatment  of  the  disease  iu  the  future.  Donovan 
and  other  British  physicians  have  proposed  radiotherapy  iu 
the  treatment  of  granuloma  of  the  pudenda,  and  many 
British  practitioners  iu  Africa  and  the  West  Indies  have 
demonstrated  the  value  of  the  intravenous  injection  of 
salvarsan  and  other  arseuicals  iu  tick  fever  and  yaws. 
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K.    McCARUISON,    M.D.,    D 

Laureate  Acai)i:jiy 

To  what  extent  has  India  contributed  to  the  advancement 
of  medical  science  ? 

In  providing  an  answer  to  tills  .|uestion  it  is  necessary 
to  indicate  that  Western  medicine,  even  at  the  present  day, 
is  rcpreseuted  in  India  by  only  alxiut  1,000  British  medical 
men,  the  major  part  of  whom  form  the  Indian  Medical 
Service,  (hie  thousand  British  doctors  in  a  land  of  over 
300  million  people  1  In  a  laud  where  plague,  pestilence, 
and  famine  are  the  crude  problems  of  everyday  life.  In 
a  land  where  tropical  heat  and  torrential  rains  sap  the 
vitality  of  the  strongest  frame  and  the  resolve  of  the 
strongest  will.  In  a  land  where  strange  diseases  lurk  in 
unsuspected  [ilaces  and  death  comes  in  a  moment  to  evcu 
the  most  watchful. 

To  the  ttu'ijiiug  iiiilliiius  of  such  a  land  this  small  service 
has,  since  the  earliest  days  of  the  lOast  India  Company, 
brought  the  benelits  of  Western  medical  science,  carried 
int(.)  its  waste  places  and  nn>st  d<,'Solate  outposts  the 
standard  of  miMlical  progress,  ami  evolved  sanitary  order 
out  of  jieslilent  chaos.  It  has  cstahlislud  iiu'dical  schools 
and  training  colleges,  and  has  brought  into  being  an  army 
of  Indian  bom  and  Indian  taught  nuHiical  men.  It  has 
jH'ovided  the  professorial  staff  for  the  medical  colleges, 
and  has  taught  as  well  as  jiractiscil  the  science  and  art  of 
medicine  and  surgery.  It  has  instituted  a  sanitary  service, 
and  has  laid  the  foundations  011  which  the  science  of 
tropical  sanitation  is  built.  It  has  established  Imspitals 
and  disi)ensaries  in  (^vcry  city  ami  town  in  every  district 
from  Ceylon  to  the  Pamirs,  and  has  inad(^  it  jiossible  for 
twenty-eight  and  a  half  millions  of  India's  people  to  n^ceive 
the  benefits  of  Western  medical  and  surgical  treatim^nt  in 
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a  single  year.  It  has  organized  medical  research  and 
established  research  institutions  where  problems  peculiar 
to  India  are  studied  by  competent  experts  recruited  from 
its  own  ranks.  It  has  founded  Pasteur  Institutes  for  the 
treatment  of  rabies  and  the  manufacture  on  a  large  scale 
of  jirophylactic  vaccines  and  serums.  It  has  ministered 
to  the  needs  of  India's  alvny  iu  peace,  and  tended  to  the 
sick  and  wounded  iu  her  frequent  campaigns.  It  has 
organized  the  jail  system  of  India,  and  taught  her  con- 
victs trades.  It  has  established  tropical  schools  of  medi- 
cine in  Calcutta  and  Bombay,  which  bid  fair  to  hold 
])remier  rank  amongst  such  institutions  in  the  world.  All 
this  the  Indian  .Medical  Service  has  done  in  the  ordinary 
disc'liarge  of  its  duty,  and  what  more? 

Our  knowledge  of  the  natural  sciences — botany,  zoology, 
and  geology — has  been  enriched  by  its  aid.  It  has  sifted 
from  amongst  the  mass  of  tropical  fevers  a  number  of 
dclinile  disease  entities,  described  their  etiology  and 
symptomatology,  and  elucidated  their  cause  or  their 
modi;  of  spread.  It  has  made  impcu'tant  contributions 
to  our  knowledge  of  other  diseases  of  more  univer.sal  dis- 
tribution, discovered  the  means  of  cure  of  some  of  the 
tro))ics' most  deadly  maladies:  and.  finally,  it  has  made 
striking  additions  to  forensic  meiliciiie  and  to  the  art  of 
surgery.  It  is  with  these,  since  they  re()re.seiit  additions 
to  the  sum  tot.il  of  medical  knowledge,  that  it  is  necessary 
to  deal,  emphasizing  the  fact,  however,  that  they  have 
been  made  during  the  performance  of  a  task  which  iu 
itself  was  colossal. 

Let  us  consider,  then,  these  contributions  of  India  to 
the  medical  knowledge  of  the  world. 
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Fig 


-Anoj)}teles  macuUpennis^  a  carrier 
of  malaria  in  Europe. 


Fig.  2.—Culex  fatinans,  tile  chief 
carrier  of  elephaatiasis. 


SiUinj;  postures  adopted  ijy  mosquitos. 
A,  Anopheles  ;  b,  Cule.x. 


These  figures  are  reproduced  by  permission  from  Mosquitos  and  Their  Relation  to  Disease  (British  Museum— Natural 

History  Series,  No.  4),  price  Id. 


Malaria. 
The  discovery  by  Ross  that  the  plasmodiuru  of  malaria 
is  conveyed  to  man  by  anopheline  mosquitos  (Fig.  1)  ranks 
not  only  as  the  greatest  of  India's  medical  triumphs,  but 
as  one  of  the  greatest  discoveries  of  modern  times.  As  a 
result  of  tliis  discovery  it  is  now  possible  to  control  the 
spread  of  this  disease,  whereby  an  inestimable  benefit  has 
been  conferred  upon  mankind.  Through  it  a  great  light 
was  shed  upon  the  mode  of  spread  by  suctorial  insects  of 
other  protozoal  diseases,  by  which  light  the  problems  of 
the  propa.gation  of  dengue,  yellow  fever,  sleeping  sickness, 
and  other  diseases  of  the  tropics  have  reached,  or  are 
gradually  reaching,  solution.  Truly  Ross's  achievement 
was  epoch-making,  and  laid  the  foundation  on  which  the 
science  of  tropical  hygiene  is  built.  By  its  aid  some  of 
the  earth's  most  pestilent  places  have  been  made  habit- 
able. Witness  its  triumphs  in  the  Panama  Canal  zone,  in 
India,  in  East  and  West  Africa,  and  in  Greece,  Italy,  and 
Egypt — triumphs  which  Ross's  discovery  alone  made 
possible. 

Ross,  who.se  services  to  humanity  have  received  the 
highest  recognition  of  almost  every  country  in  the  world, 
including  the  award  of  the  Nobel  Prize,  has  been  followed 
in  India  by  others  who.se  researches  have  brought  to  light 
the  important  truth  that  different  species  of  anopheles  are 
responsible  for  the  spread  of  malaria  in  different  localities, 
as,  for  example,  Noccellin  sicphenai  in  liombay  and  Pseiido- 
■myzomyia  liidlotvi  in  the  Andaman  Islaud.s.  Accurate 
studies  of  the  habits  and  breeding  places  of  different  species 
of  anopheles  have  enabled  tropical  sanitarians  to  conserve 
their  energies  to  the  destruction  of  the  responsible  mosquito 
in  each  locality. 

In  the  treatment  of  this  disease  by  quinine  the  pioneer 
work  of  Edward  Hare,  and  iu  more  recent  years  of 
MacGilchrist,  must  not  be  forgotten — the  former,  by 
introducing,  in  1847,  the  practice  of  giving  quinine  without 
waiting  for  remission,  was  instrumental  in  saving  many 
lives  and  in  putting  to  an  end  the  pernicious,  and  then 
universal,  system  of  bleeding  in  this  disease;  the  latter,  by 
his  careful  researches  on  the  value  of  different  products  of 
quinine,  has  added  greatly  to  our  knowledge  of  its  treat- 
ment and  to  the  treatment  of  blackwater  fever. 

Kala-azar. 
To  the  patient  researches  of  Donovan,  of  the  Indian 
Medical  Service,  the  world  owes  the  discovery  of  the 
causal  agent  of  this  malady,  and  the  recognition  of 
Leishmania  as  disease-producing  agencies.  More  recently 
Patton  and  Maokie,  of  the  same  service,  have  brought 
forward  experimental  and  other  evidence  which  goes  far 
towards  elucidating  many  of  the  complex  problems 
connected  with  its  spread.  Younger  members  of  the 
service  have  also  added  greatly  to  our  knowledge  of  the 
epidemiology  of  this  deadly  malady. 

Oilier  Tropical  Fevers. 
It  was  Vandyke  Carter  who  in  India  worked  out  the 


origin  and  development  of  the  disease  known  as  famine 
fever,  relapsing  fever,  or  spirillum  fever;  and  Mackie  who, 
iu  more  recent  years,  discovered  that  Fediculus  vestiinen- 
loriim  was  its  carrier. 

To  this  service  is  also  due  the  credit  of  having  separated 
three  day  fever  of  Chitral — now  known  as  sandfly  fever — 
and  seven-day  fever  of  Calcutta,  from  amongst  the  mass 
of  the  unclassed  fevers  of  the  tropics,  and  of  indicating  the 
sandfly  as  the  probable  source  of  spread  of  the  former 
malady,  an  indication  which  later  researches  in  other 
countries  proved  to  be  fully  justified. 

Plague. 
It  is  to  India  that  the  world  owes  its  knowledge  of  the 
role  played  by  the  rat  and  by  the  rat-flea  (Fig.  4)  in  the 
propagation  and  spread  of  bubonic  plague — discoveries 
which  were  placed  upon  tlie  statute  book  of  medical  pro- 
gress by  Liston  and  Baunerman  of  the  Indian  Service  and 
by  the  Indian  I'lague  Commission.     As  a  result  of  these 


Fig.  4.— The  rat-Hea  (Xenopsylla  cheopis),  a  carrier  of  plaBue. 

discoveries,  it  has  been  possible  to  prevent  the  spread  of 
plague?  in  countries  whence  it  has  been  carried  in  ships 
and  merchandise  from  India.  Furthermore,  protection  is 
afforded  to  the  individual  iu  plague-stricken  countries  by 
the  method  of  prophylactic  inoculation  with  killed  cul- 
tures of  the  bacillus — a  method  which  was  introduced 
at  Bombay  in  the  year  1897  by  Haffkine  of  the  Indian 
Service. 

CJiolera. 
It  is  to  India  that  the  world  owes  a  great  part  of  its 
kuowledge  of  cholera,  and  the  whole  of  its  knowledge  of 
the  treatment  and  mode  of  spread  of  this  deadly  malady. 
Leonard  Rogers,  amongst  his  other  monumental  contri- 
butions to  tropical  medicine,  has,  by  his  hypertonic  saline 
treatment  of  cholera,  robbed  it  of  half  its  terrors,  and 
reduced  its  mortality  from  70  to  23  per  cent.  Greig,  by 
demonstrating  the  cholera  vibrio  iu  tlu  lungs,  the  liver, 
and  other  tissues,  as  well  as  in  the  urine,  has  within 
the   last    few    years    provided    a    wealth    of    information 
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in  regard  to  the  liunian  factor  in  its  tlisseiiiination.  He 
has  sliown  that  cholera  can  no  longer  be  regardetl  as 
solely  water-borne,  and  that  the  human  subject  is  the 
reservoir  and  the  carrier  of  its  infective  agent  (Kig.  5). 

To  India  also  belongs  the  honour  of  having  perfected, 
through  Ilafikine.  as  early 
as  1893,  a  method  of  anti- 
clioleraic  inoculation  tlie 
protective  value  of  wliich 
has  proved  of  tlie  highest 
value. 

Dijseniericn. 

For  the  major  part  of 
its  knowledge  of  the  treat- 
ment of  the  dysenteries  the 
medical  profession  of  all 
lands  is  indebted  to  India. 
Buchanan's  introdiiction  of 
the  saline  treatment  of 
bacillary  dysentery  jiro- 
vided  a  weapon  of  wonder- 
ful effect  against  this  form 
of  tlie  disease  ;  and  even 
now  that  serum-therapy 
affords  a  specific  means  of 
cure  the  saline  treatment 
remains  such  a  reliableaddi- 
tion  to  our  armamentarium 
as  can  ill  afford  tu  be  dis- 
pensed with. 

Few  discoveries  in  the 
field  of  therapeutics  have 
been  of  such  signal  service 
to  mankind  as  that  of  the 
specific  action  of  emetine 
hydrochloride  when  admin- 
istered   hypodermically    in 

amoebic  dysentery — a  discovery  for  which  we  are  indebted 
to  Leonard  Kogers  of  the  ludiau  Medical  Service.  The 
simplicity  of  this  method  of  treatment  and  the  certainty 
of  its  action  when  properly  administered  has  reduced  the 
mortality  of  this  disease  to  an  enormous  extent.  It  has 
provided  an  effective  projihylactic  measure  against  the 
occurrence  of  those  dangerous  complications  of  amoebic 
mfections  of  the  bowel.  Itepittilifi  and  liver  abscess,  and  an 
efficient  means  of  their  cure,  while  it  has  greatly  reduced 
the  necessity  for  operation 
in  amoebic  infection  of  the 
liver,  simplified  our  opera- 
tive procedures,  and  reduced 
their  risk. 

liahies. 
India  also,  through  its 
British  medical  men,  has 
added  greatly  to  our  know- 
ledge of  tlie  I'asteur  treat- 
ment of  rabies,  and  has  im- 
proved upon  that  of  Pasteur 
himself.  In  one  of  India's 
Pasteur  Institutes  alone  as 
many  cases  are  treated  in  a 
single  year  by  these  im- 
proved methods  as  in  the 
whole  of  the  rest  of  the 
world  put  together. 


Kni.  5.  -  Su(.-Lion  of  wall  of  urinary  bladder  showinji  the  cholera 
vibrio  in  tbi;  snbniucosa.  Tlie  round  cells  inftltratinf^  the  sub- 
Hiucosaare  also  shown.     {Gwig  ) 


Leprosij. 
India    has    within    recent 
years  made  notable  advances 
in  th(!  treatment  of  her  lepers - 


The  treatiiient  of  leprosy-  by  vaccines  (Kost).     Fifi.  6,  lU'fove  treat 
uient.     Fin.  7,  After  treatment. 


advances  which  holdout  the 


confident  hope  of  the  early  evolution  of  a  means  of  cure  of 
this  unclean  and  fatal  malady.     (Figs.  6  and  7.t 


(loitrc  anil  Creliiiisin. 
In  the  elucidation  of  the  mystery  wliich  from  the  time 
of  llip|)ocrateK  has  surroundeii  the  origin  of  these  diseases 
of  the  thyroid  and  parathyroid  glands,  India  has,  within 
the  last  ten  years,  been  able  to  play  a  notable  part. 
Kesearch  has  shown  that  int(!stinal  organisms  are  the 
ag(;nci(ts  mainly  responsible  for  their  production.  (Figs.  8, 
9,  10,  and  11.1 


Tl;e  Natural  Sciences. 
In  the  Held  of  bot.anical  research    the  work  of  Hill   and 
Prahi,  to  mention  only  two  of  India's  botanists,  has  added 
greatly  to  our  knowledge  of  the  flora  of  the  tropics,  wliile 
Hose,  an  Indian-born  subject,  has  gained  for  himself  a  pre- 
eminent place  in  connexion 
with    his   studies   of    plant 
physiology. 

In  the  domain  of  zoology 
the  Indian  Medical  Service 
has  provided  such  authori- 
ties as  Day,  Alcock.  and 
Wall,  who  liave  greatly  en- 
riched our  knowledge  by  the 
study  of  deep  sea  fauna  and 
of  reptilia,  to  mention  but 
two  fields  of  their  activities. 
Jlodern  Indian  iiivestigatori* 
also  have  done  much  to 
classify  and  describe  many 
new  species  of  malaria- 
bearing  and  other  iiios- 
([uitos;  while  such  geologists 
as  Falconer  and  MacClel- 
land  have  rendered  the 
greatest  services  in  contri- 
buting to  our  knowledge  o£ 
the  earth's  crust. 

Hijpnoiism. 
And  let  it  not  be  for- 
gotten that  even  before 
J5ritish  medical  science  had 
given  to  the  world  the  in- 
calculable blessing  of  anaes- 
thesia .lames  Esdailc,  of  the 
Indian  Medical  Service,  had 
demonstrated  the  miracu- 
lous utility  of  mesmeric  anaesthesia,  under  which  he 
performed  painlessly  hundreds  of  operations  of  great 
gravity.  The  use  of  ether  and  chloroform  has  over- 
shadowed Esdaile's  brilliant  discoveries,  but  these 
will  find  their  place  again  in  the  armamentarium 
of  the  scientific  pliysician  and  surgeon  of  the  future, 
and  their  application  in  the  relief  of  human  suffering 
will  go  far  to  extract  from  the  chaff  of  Christian 
Science     and     faith    healing     the     full    ears    of     wheat 

which    lie   buried    in    them. 

'    ^  Snrgeri/. 

Finally,  in  general  surgery 
the  members  of  the  Iniliau 
Medical  .Service  and  their 
pupils  have  conferred  such 
benefits  on  the  people  of 
India  as  to  leave  one  awe- 
struck at  the  magnitude  of 
their  operative  work.  No 
less  than  1.050.0C0  of  India's 
people  received  the  benefits 
of  surgical  treatment  in  a, 
single  year.  India's  sur- 
geons have  never  dejiarlod 
from  the  teachings  of  the 
father  of  all  modem  surgery 
-Lord  Lister:  they  have 
continued  to  recognize  the 
value  and  the  place  of  anti- 
septic, as  opposed  to  aseptic 
methods,  in  the  treatment 
of  surgical  conilitious  in  the 
tropics,  where  wounds  are  so  subject  to  soil  iufccliou.  To 
them  the  surgical  lessons  of  the  present  war  have  come  as 
no  surprise,  while  they  have  long  recognized  and  practise<l 
the  ]u-opliylai'tic  use  of  aiititrtaiiic  scrum  in  such  con- 
ditions as  comjiouud  fractures  and  other  infected  wounds. 
So  mii.'li  so  is  this  tlu^  casi'  tliat  deaths  from  tetanus  in 
Indian  hospitals,  which  were  formerly  freijucut,  have  been 
reduceil  to  a  miiiimuni. 

Hut  there  are  three  departments  of  surgical  practice 
ill  which  Indian  surgeons  have  led  the  world,  and  in 
which  their  supremacy  is  indisputable— litholapaxy.  oph- 
thalmology, and  rhinoplasty.  With  the  perfection  of 
the    first    for    the    cure    of    vesical    calculus,    the    names 
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of  Keegan  and  Freyer  must  be  associated  for  all  time. 
This  procedure  has  led  to  the  abandonment  of  tlie  prac- 
tice of  cutting  for  stone,  and  has  added  to  the  art 
of  surgery   a  method  of  treatment  of  the  highest  value. 

The  methods  of  oph- 
thalmological  practice, 
especially  in  regard  to 
the  treatment  of  cataract 
and  glaucoma,  which  the 
world  owes  to  such  men 
as  Maynard,  Herbert, 
Elliot  and  Smith,  have 
brought  to  India's  shores 
students  from  all  lands, 
and  conferred  inestim- 
able benefits  upon  man- 
kind. 

Plastic  surgery  of  the 
face  also  owes  much  to 
the  unrivalled  experience 
of  Indian  surgeons,  and 
the  methods  of  technique 
evolved  by  them  are  now 
largely  employed  by 
modern  military  sur- 
geons in  the  present  war. 
Keegan's  writings  on 
rhinoplasty  are  amongst 
the  most  important  con- 
tributions to  this  subject 
to  be  found  in  the  litera- 
ture of  modern  surgery. 

The  Present  War. 
And  in  this  conflict  of 
nations,  to  what  extent 
have  India's  contributions 
to  medical  science  aided 
in  lessening  its  terrors  and  alleviating  its  pains?  Witness 
the  ravages  of  bacillary.  and  amoebic  dysentery  in  the 
armies  of  all  belligerents,  and  the  blessings  which  the 
Indian  treatment  by  salines  and  by  emetine  have  proved 
themselves  to  be.  It  is  not  too  much  to  say  that 
thousands  of  lives  have  been  saved  by  these  means. 
It  is  to  the  emetine  treatment  of  amoebic  dysentery 
also     that     the    rarity     of     its     dreaded     sequel  —  liver 


Fig.  8. — Experimentally  produced  congenital  goiti'e  in  kid  (McCarrison) 


emphasize  the  fact  that  it  was  llaffkino's  work  in  the 
years  1893-7  which  preceded  and  inspired  research  on  the 
prophylactic  use  of  vaccines  against  bacterial  diseases. 
The   success  which  has  crowned   the  use  of   antityphoid 

inoculation  is  a  striking 
example  of  the  far- 
reaching  effect  of  scien- 
tific metliods  which  had 
tlieir  origin  in  India. 
Witness  also  the  impor- 
tant part  which  tlieir 
knowledge  of, the  human 
factor  in  the  spread  of 
cliolera  has  enabled 
Indian  medical  officers  to- 
play  in  the  prevention  of 
outbreaks  of  cholera  in 
Mesopotamia,  and  in  the 
cutting  short  of  others 
amongst  those  who  had 
not  received  tlie  benefits 
of  protective  inoculation. 
And  witness  the  great 
reduction  in  the  usual 
high  rates  of  mortality 
of  cholera  amongst  those 
who  developed  the  dis- 
ease which  Rogers's- 
hypertonic  saline  treat- 
ment alone  made  pos- 
sible. Relapsing  fever, 
also,  which  made  its 
appearance  amongst  the 
troops  in  the  Eastern 
Mediterranean,  was  early 
exterminated  owing  to 
our  knowledge  of  its 
mode  of  .spread  by  the 
body  louse — a  knowledge  which  India  has  been  instru- 
mental in  providing.  And,  in  a  lesser  degree,  it  has  been 
possible  to  afford  the  troops  protection  against  sandfly 
fever,  which,  although  a  non-fatal  malady,  is  capable  of 
materially  reducing  the  numbers  of  effectives  in  a  suscep- 
tible community  aud  of  predisposing  to  maladies  of  greater 
gravity. 

These    are    amongst    the    benefits    which   India    niay 
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Fig.  9.— Experimentally  produced  cretinism  (McCarrison).  A 
litter  of  three  young  rats  aged  20  days ;  the  animal  in  the  centre 
is  a  cretin. 


abscess — is  to  be  attributed.  Witness  also  the  check 
which  protective  inoculation  by  vaccines  has  placed 
upon  the  spread  of  plague  and  of  cholera  in 
Gallipoli — a  method  of  protection  which  was  inaugurated 
in  India.  The  results  achieved  by  tliis  means  are  all  the 
more  remarkable  when  it  is  remembered  that  plague  and 
cholera  were  prevalent  amongst  the  Turks  in  the  near 
neighbourhood  of  the  allied  troops  during  the  Gallipoli 
campaign.      It   is    due    to    Indian   medical    research    to 


Fi(i.  10.  Fig.  11. 

The  treatment  of  goitre  by  autogenous  vaccines  prepared  from 
intestinal  bacteria  (.McCarrison).  Fig.  10,  Before  treatment. 
Fig.  11,  .\fter  treatment. 

proudly  claim  to  have  made  available  for  friends  and  foes 
alike  in  the  present  war.  Tridy  her  medical  service  has 
triumphantly  borne  into  the  pestilential  places  of  the 
earth  the  standard  of  medical  progress,  and  has  em- 
blazoned on  its  folds  such  victories  over  disease  as  no  other 
country's  medical  service  can  boast.  Malaria,  tropical 
fevers,  plague,  cholera,  dysentery,  liver  abscess — these  are 
amongst  its  conquests ;  while  across  the  art  of  general 
surgery  and  of  ophthalmology  the  service  has  written  its 
name  in  imperishable  letters. 
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HiSTOliUAL    ActOlNT. 

Ei'iDK.Mics  of  jaumlice  have  beeu  described  from  the 
earliest  times,  and  many  of  tlie  best  accounts  have  beeii 
compiled  from  the  study  of  the  disease  in  armies  in  the 
field.  Cockayne  draws  attention  to  the  fact  that  the 
author — probably  Hippocrates— of  the  l>e  Infernis  Affec- 
tlonions  describes  "AXAot  tKTfpoy.  fTri^ij^ws  ovtos  KaXferai, 
(5uiTi  nimiw  o>f>r]v  fniXafij:iiiv(t.  In  1745  Cleghorn  described 
an  outbreak  of  epidemic  jaundice  in  Minorca,  and  Larrey, 
in  1800.  published  au  accoimt  of  an  epidemic  of  jaundice 
daring  the  siege  of  Cairo,  and  drew  particular  attention  to 
the  contagiousness  of  the  disease  and  to  the  occurrence 
of  haemorrhages  in  his  patients.  Amongst  French  writers, 
Ozauam  (1846-9),  Monneret(1859),  the  elder  Laveran(1865), 
Lancereaiix  (1882),  liandouzy  (1882).  and  Mathieu  (1886), 
have  all  described  epidemic  diseases  of  varying  intensity 
in  which  jaundice  was  a  constant  feature.  Lancereaux 
described  his  cases  under  the  title  of  "  Ictere  grave 
essenticl,"  and  Landouzy  called  the  disease  "  Fievre 
bilieuse."  and  Mathieu,  drawing  attention  to  the  frequent 
occurrence  of  relapses,  gave  to  his  description  the  title  of 
"  Ictere  febrile  a  rechutes."  Tlie  accounts  of  the  diseases 
described  by  these  authors  vary,  and  it  is  probable 
that  there  were  different  etiological  factors  in  each 
epidemic. 

Attention  maybe  drawn,  however,  to  certain  descriptions 
in  so  far  as  they  throw  light  upon  the  particular  type  of 
epidemic  jaundice  which  is  to  be  described  in  these  pages. 
In  1859  Carville  described  an  epidemic  in  the  garrison  at 
Gaillon,  and  gives  an  account  of  47  cases,  of  whom  11  died. 
All  developed  jaundice,  and  albuminuria  was  present  in 
every  case.  Haemorrhages  were  common  ;  15  had  epista.xis, 
in  3  there  was  purpura,  and  in  one  haematemesis.  The 
incubation  period  was  si.K  days.  A  similar  epidemic  was 
de.scribed  by  Worms  in  St.  Cloud  in  May,  1865. 

Mathieu  in  1886  described  cases  of  jaundice  and  drew 
attention  to  the  fact  that  the  term  "catarrhal  jaundice" 
was  au  insufficient  description,  and  claimed  that  the  fever 
general  sympt(nus.  enlargement  of  the  spleen  and  albumin- 
uria, justified  the  title  of  infectious  jaundice. 

AVeil  in  1886,  and  some  months  after  the  publication  of 
Mathieu's  rejjort,  described  four  cases  of  infectious  jaundice, 
and  drew  attention  to  the  relapses  of  fever  which  occurred 
in  two  out  of  the  four  cases.  From  this  time  onwards  the 
symptom-complex  of  fever,  jaundice,  enlargement  of  the 
liver  and  spleen,  the  occurrence  of  haemorrliages,  and 
occasional  febrile  relapses,  have  been  described  under  the 
name  of  AVeil's  disease.  This  last  title  has  served  the 
purpose  of  labelling  with  a  simjile  name  any  disease  which 
embraced  the  signs  and  symptoms  which  we  have  just 
enumerated.  IJolh  historically  and  scientifically  the  title 
is  incorrect  and  vague.  Eindemic  jaundice  was  described 
by  the  Kallier  of  Medicine,  and  his  disciples  in  later  years 
have  only  added  little  by  little  to  a  clinical  picture  which 
is  still  fai-  from  being  complete.  There  is  no  doubt  that 
there  are  many  and  different  etiological  factors  which  can 
give  rise  to  a  clinical  picture  in  which  fever,  jaundice, 
liaeniorihag(.'s,  enlargement  of  the  liver  and  spleen,  and 
relapses  of  fever  ar(!  variously,  but  not  constantly,  present. 
lu  none  of  the  descriptions  ijuoted  above  is  tlie  picture 
complete.  In  none  has  tbe  cause  ever  been  proved,  .and 
in  many  it  is  not  even  suggested.  During  the  last  three 
years,  however,  w<^  have  been  enabled  to  recognize  a  lorm 
of  infectious  jaundice  in  whic-htlie  clinical  and  pathological 
picture  is  uniform  and  constant,  and  of  which  the  cause 
has  been  discovered  and  jiroved. 

Jn  .November,  1914.  two  .lapanese  workers,  [uada  and 
Ido.  shiMved  the  presence  of  a  siiirochaete  in  the  liver  of   a 


guinea-pig  which  had  beeu  inoculated  with  the  blood  of 
a  patient  suffering  from  a  form  of  infectious  jaundice. 
Some  months  later  they  proved  the  specificity  of  this 
spirochaete,  and  gave  to  it  the  name  of  Spirochaeia  ictero- 
haemorrliagiae.  In  a  later  part  of  this  paper  the  work  of 
these  Japanese  authors  is  set  forth  in  greater  detail.  In 
the  British  and  French  armies  it  lias  been  shown  con- 
clusively that  an  infectious  disease  usually  accompanied 
by  jaundice  is  caused  by  the  Spirochaeta  icterohaemor- 
rhagiae,  and  descriptions  of  the  clinical  and  patliological 
findings  have  been  published  by  Dawson  and  Hume, 
Stokes,  Ryall,  and  others  in  the  British  army;  and  in  the 
French  army  by  Martin  and  Pettit,  Garnier  and  Reilly, 
and  Costa  and  Troisier. 

Jaundice  has  been  a  relatively  common  disorder  in  armies 
in  the  field.  In  the  Federal  troops  in  the  war  between 
North  and  South  .\merica  there  were  22,509  cases,  with 
161  deaths,  amongst  a  total  of  2,218,559  men.  In  1870, 
from  ]''ebruary  to  May,  there  were  799  cases  amongst 
33,380  men  in  the  Bavarian  troops  stationed  to  the  south- 
west of  Paris.  During  five  months  in  the  South  African 
war  there  were  5,648  cases,  with  a  small  mortality. 
We  have  beeu  unable  to  ascertain  the  incidence  of  cases 
of  jaundice  amongst  the  British  and  French  troops  in 
France. 

Before  we  received  the  .lapanese  work  we  were  able 
to  prove  that  certain  cases  of  jaundice  belonged  to  the 
enteric  group  of  diseases,  lu  the  summer  and  autumn  of 
1915  our  attention  was  arrested  by  the  occurrence  of  severe 
cases  of  jaundice  in  which  there  were  high  fever,  haemor- 
rhages, enlargement  of  the  liver,  and  a  tendency  to  febrile 
relapses,  which  in  no  way  conformed  either  clinically  or 
bacteriologically  to  the  typhoid  group. 

In  the  autumn  of  1915  we  iiuide  a  special  endeavour  to 
study  these  cases  by  collecting  them  into  a  single  hospital, 
and  the  result  of  our  work  has  beeu  published  in  detail  in 
the  Qiiartrrlj/  Journal  of  MfiUrinc,  October,  1916,  and 
January,  1917.  It  was  only  iu  .\pril  and  May,  1916,  that 
we  were  able  to  show  that  the  Spiroclnxeta  icterohaemor- 
rliaijiiie  was  the  cause  of  this  disease,  after  we  had  read 
the  account  of  the  Japanese  work  published  in  the  Journal 
of  Kjpcriinenlal  Medicine, 


Clinical  Dhscuh'tion  ov  the  Disease. 
In  order  to  draw  attention  to  the  characteristic  features 
of  this  disease,  a  case  will  be  brietiy  described  and  an 
account  of  the  chief  signs  and  symptoms  will  be  set 
forth  under  the  headings  of  the  various  systems  of  the 
boily. 

On  .\ugust  7tli,  1917,  Pte.  A.  B.  was  siiddouly  seizeil  with 
vomiting  and  iliarrliooa,  with  a  fooling  of  intense  weakness. 
For  two  days  lie  lay  in  liis  liillot  with  a  temperature  of  103'  to 
104  and  hiiil  freciueiit  diarrliooal  stools.  On  AutJust  9tli  the 
l>rostratiou  was  very  inarkeil  and  tliero  was  a  considerable 
amcmut  of  l)lood  iu  the  stools.  The  temperature  was  101  .  On 
Aujjust  12th  he  was  noticed  to  )iu  jauudiceii.  On  .\u|4ust  14th 
he  had  an  attark  of  haemoptysis  and  spat  up  about  one  pint  of 
blood,  and  the  expectoration  was  lilood-stained  for  the  following 
Ii\*e  da\s. 

On  admission  to  a  base  hospital  on  August  16th,  there  was 
uuivorsal  intense  jaundice  and  the  leini)erature  was  101.2'. 
There  was  a  scabby  mass  of  haeuiorrbagic  herpes  about  the 
lips,  'I'he  toiii,'ue  was  brown  and  very  ilry.  The  patient  was 
drowsv  and  there  was  considerable  abdouiiual  distension  and 
(lis('oiiifort.  The  initial  diarrhoea  was  followed  by  constipa- 
tion, which  necessitated  the  use  of  oneniata.  There  was 
iiiarkeil  tenderness  in  the  rij^ht  bypotdioiidriuni  and  the  liver 
was  oiilarj^c'd  to  three  lingerbreadlhs  iielow  the  riglit  costal 
marfiiii.  The  spleen  was  not  palpable.  The  red  Idood  cells 
nnmliered  4.800.000  to  the  cubic  inillimctre  and  the  haemoglobin 
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was  80  per  cent.    The  white  cells  numbered  24,000  to  the  cubic 

millimetre  ami  a  differential  count  showed  : 

Polymorphonuclear  leucocytes      ...  ...    82j)ercent. 

Lymphocytes         ...  ...  ...  ...     10        ,, 

Large  mononuclear  leucocytes       ...  ...      5        ,, 

Coarsely  granular  eosinophile  leucocytes  ...      3        ,, 

The  urine  was  loaded  with  bile,  and  there  was  a  sixth  of  a 
boiled  test  tube  of  albumin  together  with  granular  casts.  Some 
bile  was  escaping  into  the  duodenum,  as  the  stools  were  of  a 
light  brown  colour. 

There  were  crepitations  to  be  heard  over  the  lower  lobes  of 
the  lungs.  There  was  no  recurrence  of  haemoptysis  or  melaena. 
During  the  first  fortniglit  of  the  illness  the  patient  complained 
much  of  pains  in  the  back  and  limbs.  (3n  August  20th  the 
temperature  had  fallen  to  98"  to  99°,  though  the  jaundice  was  still 
intense.  On  August  26th  the  jaundice  was  rapidly  fading,  and 
on  this  day  spirochaetes  were  found  in  the  urine  in  large 
numbers.  During  the  next  five  days  the  general  condition  of 
the  patient  improved  so  much  that  he  was  sent  to  England  on 
August  31st.  There  was  no  secondary  rise  of  fever  while  the 
patient  was  in  France. 

Such  is  the  usual  lii.story  of  a  case  of  moderate  severity, 
and  the  noteworthy  features  are  the  foUowinj; :  A  sudden 
onset  with  gastro-intestinal  symptoms  and  higli  fever,  tlie 
marked  prostration,  the  occurrence  of  melaena  and  haemo- 
ptysis, the  presence  of  haemorrhagic  herpes,  the  appear- 
ance of  jaundice  on  the  fifth  day,  the  fall  of  temperature 
at  the  end  of  eleven  days,  and  the  finding  of  typical 
spirochaetes  in  the  urine. 

Genep..\l  Fe.^tores  of  the  Disease. 

TJie  Onset. — The  patient  has  almost  invariably  been 
attacked  by  the  disease  either  in  the  trenches  or  immedi- 
ately after  having  left  them.  The  onset  is  usually  sudden, 
with  shivering,  pains  in  the  head  and  particularly  behind 
the  eyes,  generalized  pains,  and  a  feeling  of  extreme 
prostration.  So  sudden  is  the  onset  that  the  patient  can 
frequently  point  to  an  exact  moment  when  he  finds 
himself  overcome;  as  one  said,  he  "fell  out  very  weak  " 
on  the  march;  or  in  another  instance,  he  "suddenly 
collapsed  at  church  parade."  At  the  time  of  reporting 
sick  the  temperature  is  raised  to  103°  to  ]05°  and  the 
pulse  rate  is  about  100  per  minute.  During  the  first  two 
or  three  days  before  the  appearance  of  jaundice  there 
are  vomiting,  great  prostration  and  lassitude,  with 
abdominal  and  muscular  pains.  The  conjunctivae  are 
injected,  and  herpes,  which  rapidly  becomes  haemorrhagic, 
appears  on  the  lips. 

Gastro-intestinal. — .\  dirty,  brown  tongue  and  anorexia 
is  common  to  all ;  constipation  is  the  rule,  and  it  is  only 
rarely  that  there  is  diarrhoea  at  the  on.set,  as  in  the  case 
described  above.  The  constipation  is  usually  extreme  and 
has  to  be  relieved  by  enemata.  Tlie  stools  may  become 
clay-coloured,  though  in  most  cases  the  presence  of  a  small 
quantity  of  bile  gives  the  stool  a  light-brown  coloration. 
Usually  there  is  considerable  abdominal  tenderness,  which 
is  more  marked  in  the  upper  than  in  the  lower  abdomen. 
Though  vomiting  is  usual  at  the  onset,  it  generally  ceases 
before  the  patient  reaches  a  base  hospital,  on  the  sixth  to 
eighth  day  of  the  disease.  Hiccough  was  occasionally 
present  in  very  severe  or  fatal  cases.  Melaena  sometimes 
occurred  in  patients  with  diarrhoea. 

The  liver  is  frequently  enlarged  to  the  extent  of  three 
fingers'  to  a  hand's  breadth  below  the  right  costal  margin 
and  the  tissues  covering  it  are  usually  very  sensitive  and 
tender. 

The  spleen  has  only  been  palpable  on  two  occasions  in 
our  experience.  From  observation  at  operation  and  from 
the  size  of  the  organ  at  7;os<-?no»-/e)/(  examination  it  seems 
certain  that  the  spleen  is  very  rarely  sufficiently  en- 
larged to  be  palpable. 

The sii,2}erficial  lymphatic  (/la?ids  are  frequently  palpable 
in  the  axillae  and  groins. 

Haemorrhages. — Out  of  eighteen  severe  cases  under 
our  care,  fourteen  had  haemorrhages.  Haematemesis 
occurred  in  four  and  haemoptysis  in  six.  Epistaxis  was 
considerable  in  four  cases  and  slight  in  two  cases. 
Melaena  was  observed  in  three  instances  and  in  three 
there  was  a  marked  purpuric  eruption  in  the  skin.  In 
one  patient  there  were  epistaxis,  haemoptysis,  and 
melaena. 

The  Shin. — The  jaundice  usually  appears  about  the 
fourth  day  of  disease  and  gradually  deepens  up  to  the 
eighth  or  ninth  day  and  then  fades.  In  some  cases  it  is 
very  intense  and  the  skin  takes  the  greenish  hue  met  with 
in  complete  obstruction  of  the  common  bile  duct.  Herpes 
labialis,  ■which  is  haemorrhagic,  occurs  in  at  least  40  per 


cent,  of  all  cases.  Pruritus  is  rarely  intense,  tliougli 
patients  frequently  complain  of  some  itching.  The  con- 
junctivae are  often  injected  and  the  eyeballs  are  tender. 

The  Circii-lafori/  Sijstciii. — The  rate  of  the  heart  does 
not  increase  in  proportion  to  the  rise  of  temperature,  and 
in  severe  cases  with  a  temperature  of  104  to  105°  the 
pulse-rate  may  be  only  100  per  minute.  The  rliytlim  of 
the  heart  is  not  usually  affected,  except  in  one  patient,  in 
whom  auricular  fibrillation,  of  which  records  were 
obtained,  persisted  for  five  days.  Tlie  size  and  sounds  of 
the  heart  are  perfectly  normal.  The  blood  pressure  never 
falls  as  it  does  in  the  enteric  group  of  diseases,  and  the 
systolic  pressure  ranges  about  120  mm.  of  mercury.  The 
qualitative  changes  in  the  peripheral  blood  will  bo  described 
in  the  section  on  clinical  jiathology. 

The  Respiralorij  System. — In  all  severe  cases  there  arc 
the  evidences  of  an  acute  bronchitis,  but  we  have  never 
discovered  any  signs  pointing  to  bronchopneumonia  or 
lobar  pneumonia.  Keference  has  already  been  made  to 
the  occurrence  of  haemoptysis  and  rusty  sputum.  The 
respiratory  rate  may  be  increased  to  28  or  30  per  minute 
in  severe  cases,  and  in  fatal  cases  the  type  of  breathing  is 
that  met  with  in  cases  of  cliolaemia  and  uraemia. 

The  Nerrous  System. — Frontal  headache  and  aching 
behind  the  eyeballs  is  a  constant  complaint,  and  is  little 
relieved  by  antipyretics.  The  early  weakness  and  prostra- 
tion are  very  characteristic  of  this  disease.  In  our  fatal 
cases  twitchings  and  convulsions  preceded  the  coma  in 
which  the  patients  died.  In  many  cases  the  muscular 
pains  are  very  intense,  and  the  whole  body  is  so  sensitive 
that  the  patient  cannot  bear  any  pressure  upon  it.  One 
patient  complained  of  xanthopsia. 

The  Urinary  System. — Three  of  our  patients  had  reten- 
tion of  urine,  which  required  the  use  of  the  catheter  for 
two  or  three  days.  The  cause  of  this  disability  probably 
lay  in  the  central  nervous  system.  The  urine  usually 
contains  a  large  quantity  of  bile,  which  sometimes  gives  it 
a  dark  porter  colour.  The  bile  does  not  usually  disappear 
from  the  urine  till  the  end  of  the  fourth  or  fifth  week. 
Albumin  can  nearly  always  be  detected  by  the  boiling 
method.  In  more  severe  cases,  after  heating  in  a  test 
tube  and  allowing  it  to  stand  for  twenty-four  hours,  the 
albuminous  deposit  amounts  to  one-sixth  of  the  boiled  test 
tube.  Casts,  hyaline  and  granular,  are  frequently  found 
without  ceutrifugalization.  and  at  times  free  blood  cells 
are  seen  in  the  deposit.  The  presence  of  reducing  sugar 
was  never  detected,  though  acetone  is  said  by  others  to 
occur  in  cholaemic  cases,  probably  the  result  of  starvation. 
The  chemistry  of  the  urine  has  been  fully  worked  out  in 
this  disease  by  certain  French  authors,  who  lay  considerable 
stress  on  the  evidences  of  renal  insufficiency. 

Tlie  Fever. — The  initial  rise  of  temperature  to  103'  or  105° 
has  already  been  noted,  and  during  the  first  twelve  or 
fourteen  days  there  is  an  irregular  range  of  temperature 
between  100  and  103%  which  gradually  falls  by  lysis  to 
normal  or  subnormal.  After  the  fall  the  temperature  may 
be  subnormal  for  two  to  throe  days.     After  this,  in  some 
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cases  about  the  beginning  of  the  third  week,  there  is  a 
secondary  rise  of  temperature,  which  lasts  for  ten  to 
fifteen  days.  During  this  period  of  secondary  fever  there 
are  usually  no  evidences  of  exacerbation  of  symptoms, 
and  it  is  difficult  to  account  for  its  occurrence.  In  those 
cases  in  whom  there  is  no  secondary  fever  the  temperature 
may  swing  about  99°  for  a  week  or  more  before  finally 
settling  to  the  normal.  Chart  I  shows  a  characteristic 
fever  of  relapse. 
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Course  of  thr  Disease. — Tlie  first  three  or  four  days  have 
•been  described  iu  the  section  on  the  onset  of  the  disease. 
The  jaundice,  which  has  appeared  about  the  fourtli  day, 
gradually  increases,  and  is  most  intense  about  the  tenth 
to  twelftli  (lay.  It  is  then  that  the  temperature  falls  to 
normal.  In  uncomplicated  cp.ses  the  patient  begins  to 
improve  and  the  jaundice  begins  to  disappear  at  the  end 
of  the  second  week.  Uetween  the  third  and  fourth  weeks 
convalescence  lias  become  established.  The  whole  disease 
is  more  protracted  in  severe  cases,  and  convalescence  may 
not  begin  until  tlie  end  of  tlie  fourth  week.  As  far  as  we 
know,  the  disease  leaves  behind  it  no  untoward  symptoms. 

The  following  is  an  account  of  a  fatal  case : 

Pte.  C.  D.  was  taken  ill  with  a  sudden  chill  and  shiver- 
ing on  December  16th.  He  had  to  take  to  his  bed,  and 
complained  of  headache,  nausea,  and  pains  iu  both  thighs. 
He  frequently  felt  chilly  and  had  pain  in  the  epigastrium. 
On  December  21st  he  becanjc  jaundiced.  On  this  day  no 
abnormal  physical  signs  could  bo  detected  in  any  of  the 
systems,  except  some  epigastric  tenderness,  jaundice,  and 
a  haemorrhagic  herpetic  eruption  on  the  lips.  Vomiting 
had  been  occasional  from  the  onset  of  the  illness,  and  at 
the  end  of  the  first  week  notliing  could  be  retained  in  the 
stomach,  .^fter  the  seventh  day  the  jaundice  steadily 
deepened  and  the  urine  was  loaded  with  bile  and  contained 
one-sixth  of  a  boiled  test  tube  of  albumin.  The  stools  were 
liipiid  and  of  a  pale  yellow  colour. 

Kxcept  on  the  first  day  of  admission  to  a  base  hospital 
(fourth  day  of  disease),  when  the  temperature  was  101  , 
there  was  no  pyrexia,  and  both  the  pulse  and  respiration 
rates  fell,  to  60  and  16  respectively.  There  was  consider- 
able tenderness  of  the  upper  abdomen  and  the  muscles 
were  slightly  rigid.  The  liver  was  enlarged  and  the  edge 
extended  three  fingerbreadtlis  below  the  costal  margin. 
The  spleen  was  not  palpable.  An  examination  of  the  blood 
showed  34,100  white  cells  per  cubic  nullimetre,  and  the 
differential  count  was: 

Polymorphonuclear  leucocytes        ...     93  per  cent. 
Lymphocytes  ...  ...  ...      6         ,, 

Lar{,'e  moiionnclear  leucocytes         ...      1         ,, 

A  culture  made  from  the  urine  was  sterile.  The  faeces 
showed  some  blood,  but  no  parasites,  no  ova,  and  no 
organisms  of  the  enteric  group  were  detected. 

In  the  forenoon  of  December  29th  some  twitching  of  the 
face  and  arms  was  noticed,  and  about  an  hour  later  the 
patient  hati  a  general  tonic,  followed  by  a  clonic,  convulsion. 
The  patient  died  one  hour  after  this  convulsion.  The  most 
noteworthy  lesions  at  the  /lost-tnortem  examination  were 
subendocardial,  subpleural,  and  subperitoneal  haemor- 
rhages and  large  extravasations  of  blood  into  both  lungs, 
like  infarcts.  ' 

PuooNosis. 

Most  cases  recover  fully,  and  we  would  estimate  that 
the  mortality  is  not  more  than  4  to  5  per  cent. 

Tlif:ATMKNT. 

Thus  far  the  treatment  has  been  purely  symptomatic. 
During  the  febrile  ))eriod  the  patient  is  encouraged  to 
drink  large  (juantitics  of  Huiil,  and  au  alkaline  nnxture 
is  usually  exhibited.  Constipation  is  combated  either  by 
saline  purges  or  by  enemata.  Salvarsan  has  been  tried, 
but  it  is  of  no  avail.  We  believe  that  the  serum  of 
convalescent  patients  has  been  injected  into  the  blood 
stream  of  severe  cases,  but  the  results  of  this  method  of 
treatment  are  not  iu  our  possession.  An  antiserum  has 
been  prepared  and  is  available  for  use  in  the  army. 

DiFFKKKNinr,   Di.\(;n-(isis. 

The  yiilo.  of  tl]{!  ,S/iin>r/iiirlii  iclrroliannorrhaijiac  in  this 
disease  is  discussed  at  some  length,  aiul  the  proof  that  it  is 
the  causal  agent  is  established  in  a  later  part  of  this  paper. 
We  niay  auticipiite  by  lii^rc  stating  (ll  that  the  spirocbuete 
may  Ix;  found  iu  the  human  jjeripheral  blood  stri;a]ii ; 
(2|  that  iiijcrliou  of  infected  human  blood  into  the  peri- 
toue^il  <-!ivity  of  th(^  guinea  pig  may  pruduc(^  a  charaeter- 
istii;  fatnl  illiK  ss  in  that  anlniai,  in.who.se  tissues  jntst 
iiiiiiieiii  lli('  s|iirnch,ict('S  art;  prt'sent  in  large  uundiers;  |3) 
that  iifUr  th(!  liisl  fortnight  of  the  disease!  the  spirorhaete 
mav  b(!  ft)und  iu  the  patient's  urine. 

Ill  the  early  stages  of  this  disease  the  most  rapitl  and  the 
niosL  certain  criterion  iu  diagnosis  lies  in  the  discovery  of 
the  s(iirocha('te  iu  tlii!  peripheral  blood  stream.  As  the 
incubation  period  of  the  disease  in  the  guinea-pig  is  at 
least   six   days,  it   would    re(piire   a  wait  of  at   least   eight 


days  before  the  development  of  tlio  disease  in  the  guinea- 
pig  could  establish  the  diagnosis.  After  tlie  second  week 
of  illness  the  discovery  of  the  spirochaete  in  the  urine  is 
sufficient  evidence  of  the  disease.  These  various  criteria 
Ijresupposc  the  employment  of  complete  bacteriological 
equipment  in  the  hands  of  experienced  observers.  These 
are  not  always  at  hand,  and  reliance  has  to  be  placed 
on  the  correct  interpretation  of  the  clinical  signs  and 
symptoms.  The  sudden  onset  with  headache,  generalized 
pains,  and  a  sense  of  utter  exhaustion,  vomiting,  con- 
junctival congestion,  herpes  labialis,  and  a  temperature 
of  103 '  to  104  ,  with  jaundice  appearing  on  the  fourth  or 
fifth  day,  make  the  diagnosis  of  spirocbaetosis  ictero- 
haemorrhagica  almost  certain. 

In  France  the  chief  causes  of  jaundice  have  been  the 
Spirochaeta  icterohaemorrhmjiae,  and  members  of  the 
enteric  group  of  organisms,  .laundice  in  typhoid  or  para- 
typhoid fever  usually  appears  about  the  end  of  the  second 
week.  There  are  cases,  however,  of  paratyphoid  fever  in 
which  the  jaundice  appears  as  (;arly  as  it  does  in  spiro- 
cbaetosis icterohaemorrhagica.  The  difficulty  iu  diagnosis 
is  then  considerable.  At  the  end  of  the  first  week  help  can 
bo  obtained  in  differentiating  the  two  diseases  by  means 
of  the  atropine  test.  This  test  was  introduced  in  the 
diagnosis  of  typhoid  fever  by  Captain  H.  F.  Marris,  R.A.M.C. 
One-thirtieth  of  a  grain  of  atropine  sulphate  is  adminis- 
tered hypodermically,  and  the  increase  of  pulse  rate  is 
recorded  every  minute  for  the  following  hour.  If  the  rate 
of  the  heart  only  increases  by  ten  beats  or  less,  this 
is  evidence  that  the  patient  is  suffering  from  typhoid 
or  paratyphoid  fever.  It  is  important  to  bear  in  mind  that 
the  rate  of  the  heart  before  the  injection  must  not  be 
above  80  to  85  per  minute.  If  the  i-ate  increases  from 
100  to  110  or  115  after  the  injection  of  atropine  sulphate 
it  is  impossible  to  be  certain  whether  the  escape  of  10  to 
15  beats  indicates  a  positive  or  negative  result.  It  is  rare 
that  the  oi'ganisra  can  be  isolated  from  the  blood  in  the 
prevailing  enteric  group  of  diseases.  In  inoculated  patients 
it  is  necessary  to  trace  the  agglutination  curve  from  three 
to  four  readings.  This  means  a  delay  of  at  least  fourteen 
days  after  the  first  sample  of  blood  has  been  taken. 

Apart  from  these  specific  methods  of  differential 
diagnosis  or  the  presence  of  a  typical  clinical  picture  there 
can  be  mere  speculation. 

Spirocliaetal  Infection  ivithout  Jaundice. 

It  is  almost  certain  that  many  cases  of  "  P.U.O."  in 
France  have  been  due  to  the  Spirochaeta  icterohaemor- 
rJiar/iae,  and  in  the  ab.sence  of  jaundice  the  difficulty  in 
diagnosis  may  be  great.  It  is  becoming  more  generally 
recognized  that  this  same  spirochaete  may  give  rise  to 
a  clinical  picture  in  which  there  is  an  absence  of  jaundice. 
The  following  case  illustrates  tliis  point. 

Sudden  onset  with  body  pains,  frontal  headache,  photo- 
phobia, and  vomiting.  Temperature  on  the  first  day  104  \ 
pulse  100,  and  the  patient  was  very  ill.  The  conjunctivae 
were  injected;  herpes  labialis  was  present,  the  spleen  was 
not  palpable ;  the  urine  showed  on  heating  a  thick  cloud 
of  albumin,  but  no  bile.  Bilious  vomiting  was  persistent 
for  several  days. 

By  the  fourteenth  day  the  patient  appeared  convalescent, 
but  on  the  tweuticth  day  there  was  a  return  of  fever  and 
])ains,  which  lasted  for  five  ilays.  After  this  recoverj'  was 
slow,  but  continuous.  Nine  weeks  after  the  onset  spiro- 
chaetes  were  still  jiresent  in  the  uriue.  though  health  was 
nearly  re-established.  .Xt  no  time  was  there  jaundice  or 
bile  pigment  iu  the  urine. 

Ou  the  third  day  of  illness  2,1  c.cm.  of  the  patient's 
blooil  were  injected  into  the  peritoneal  cavity  of  a  guinea- 
jug,  whicli  sub.se(|ucntly  developed  jaundice,  and  after 
death  spiiochaetes  were  to  be  seiMi  in  t\\i:  sections  of  its 
liver. 

I''nr  most  of  this  record  ue  are  indebted  to  Captain  H. 
Carson,  1!.A..M.C. 

Costa  and  'i'roisier  have  shown  that  in  certain  cases 
which  present  meningeal  symptoms  the  cerebrospinal 
lluid  jirodiices  the  characteristic  disease  in  the  guinea-pig. 
It  is  therefore  necessary  to  bear  this  fact  in  mind  iu  the 
elucidation  of  any  case  of  fever  presenting  pronounced 
meningeal  signs  and  symptoms. 

it  is  unnecessary  to  i)iusui'  the  dilTerentiation  of  this 
disease  with  jaundice  from  the  common  affections  of  the 
biliary  syst<!m  associated  with  jaundice.  Nor  is  it 
necessary   to  mention   the   various  febrile  diseases    which 
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Fig.  1. — Section  of  liver  from  a  case  of  spirochaetal  jaundice.  The  liver  cells  and 
their  arrangement  appear  normal.  It  shows  biliary  stasis  and  collections  of  cells 
in  the  portal  areas. 


Fig.  2. — Section  from  the  same  liver  as  Fig.  1. 
(High  power.) 


9.  j/tfot^*^- 


Fig.  3,— Spirochaetes  in  the  blood  of  a  guinea-pig  experimentally 
infected. 


Fig.  4. — Section  of  liver  from  a  case  of  siiirochaetal  jaundice. 
Showing  dissociation  of  cells. 
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might  be  confused  with  spii'ochaetosis  ictorohaoiuoi'rliagica 
before  the  developiuent  of  jaundice,  or  with  that  type  of 
the  infection  in  wliicli  jaundice  is  altogether  absent. 

Clinical  Patholocv. 

Apart  from  the  finding  of  the  spirochaete  in  tlie  blood 
stream  and  the  injection  of  infected  blood  into  the 
guinea-pig,  which  are  discussed  below,  examination  of  the 
peripheral  blood  reveals  the  following  departures  from  the 
normal  state.  In  all  severe  cases  there  is  a  slight  anaemia, 
the  average  red  cell  count  being  4  to  4,1  million  jjcr  c.mm., 
and  the  haemoglobin  percentage  is  reduced  to  80  to  90 
per  cent.  Some  cases  become  very  anaciiiic,  and  in  one 
case  the  red  cells  numbered  2.1  million  per  c.mm.  There 
is  invariably  a  leucoeytosis,  tamounting  in  some  cases  to 
25,000  per  c.mm.  Differential  counts  show  a  relative 
increase  of  the  polymorphonuclear  leucocytes  to  75  to  80 
per  cent. 

The  fragility  of  the  rod  cells  has  been  frequently  tested 
and  is  found  to  be  either  normal  or  slightly  diminished. 
No  abnormal  red  cells  have  ever  been  detected.  It  is 
certain,  tlierefore.  that  the  jaundice  is  not  of  haemolytic 
origin. 

As  there  was  evidence  that  the  jaundice  was  due  to 
some  obstruction  in  the  biliary  jiassages,  and  as  the  yosi- 
mortem  examination  on  two  cases  suggested  an  inflamma- 
tion of  the  duodenum,  attempts  were  made  on  many 
occasions  to  siphon  off  the  duodenal  contents  by  means 
of  an  Einhoru  tube.  Though  no  spirochaete  was  ever 
detected  in  the  fluid  so  obtaiued,  the  finding  of  catarrhal 
cells  in  large  numbers  suggested  the  presence  of  a 
duodenitis  in  some  cases. 

Many  of  our  cases  in  whom  the  spirochaete  was  dis- 
covered were  investigated  tiioroughly  from  the  point  of 
view  of  the  enteric  group.  The  examinations  were  always 
negative,  both  from  blood  culture  and  from  a  study  of  the 
agglutination  curve. 

Mouiiiu  An.womv. 

The  opportimities  of  post-viortein.  examination  have 
been  few.  and  the  following  accoimt  is  based  on  four  cases 
in  our  own  series  ami  the  accounts  of  four  posttnortem 
examinations  described  by  Captain  Stolces  and  others. 
.Six  patients  died  on  the  ninth,  twelfth,  thirteenth, 
fourteenth,  sevepteentli,  and  twenty-eighth  days  respec- 
tively, and  one  patient,  in  whom  the  date  of  onset  was 
doubtful,  died  on  the  fourth  day  after  admission  to  a 
casualty  clearing  station. 

.\ll  the  bodies  were  deeply  jaundiced  with  the  exception 
of  the  case  who  liad  died  on  the  twenty-eighth  day. 

Tlie  Stomach  and  Intistines. — As  the  jaundice  in  these 
cases  appeared  to  be  of  the  obstructive  type,  special  atten- 
tion was  given  to  the  condition  of  the  duodenum,  and  in 
three  of  our  cases  the  appearances  jiointed  to  a  duodenitis. 
The  mucous  membrane  was  of  a  bluish-red  colour,  and  the 
Urunner's  glands  appeared  through  the  mucous  membrane 
as  small  yellow,  opa((ue  areas,  from  the  size  of  a  pinhead 
to  that  of  a  split  pea.  The  whole  of  the  mucous  mem- 
brane liad  a  swollen,  watery  appearance.  In  these  cases 
the  area  round  the  ampulla  of  Vater  seemed  to  be  par- 
ticularly affected.  Other  cases  did  not  show  this  same 
duodenal  condition,  and  microscopic  examination  did  not 
give  any  evidence  of  recent  or  old  inflammation. 

In  one  case  there  was  a  considerable  submucous  haemor- 
rliage  in  the  stomach,  and  in  another  a  polypoid  condition 
of  the  nmcous  membrane  at  the  pyloric  end.  Scattered 
subperitoneal  liaemorrhages  were  commonly  found  over 
the  small  intestine.  No  noteworthj- lesions  were  discovered 
in  the  mucous  membrane  of  the  small  or  large  intestine  in 
any  othin-  case.  The  omental  glands  were  usually  enlarged. 

The  Lirer  atul  liili'  I'a.Hsai/rn. — J'articular  attention  has 
been  given  to  the  naked  eye  and  microscopic  appearances 
of  the  larger  bile  passages.  Thes(^  were  normal  in  appear- 
ance and  showed  no  evidcm-e  of  inflammation  except  in 
the  last  half-inch  of  the  common  duct  lying  within  the 
duodenal  wall.  This  was  swollen  and  of  bluish  colour  in 
resemblance  to  the  duodenal  mucous  membrane.  In  one 
instance  a  probe  passed  along  the  connnon  duct  into  the 
duodenum  dislodged  a  formed  plug  which  was  impacted 
in  the  an]pulla.  A  him  niade  from  this  plug  sliowed 
uuuKu-ous  epithelial  cell  nuclei  embedded  in  a  matrix  of 
Mjucin. 

Ill  all  eases  the  liver  to  the  naked  eye  was  nornuil  in 
I  attern   ami   texture,  tluuigh  sometimes  altered  in   colour. 


due  to  bile  stasis.  Microscopically  its  appearances  varied. 
In  one  group'-the  cells  of  the  lobules  were  natural  in 
arrangement  and  appearance,  and,  apart  from  evidence 
of  biliary  stasis,  tlie  only  abnormal  feature  was  the 
presence  of  -collections  of  cells  in  the  portal  areas,  such 
as  occur  in  other  diseases.  (Kigs.  1  and  2.)  In  another 
group  the  liver  cells  were  dissociated  (Fig.  4),  and  many 
were  markedly  enlarged  and  contained  well-stained  nuclei. 
Collections  of  such  hypertrophied  cells,  with  clear  pale 
protoplasm,  aj)peared,  especially  just  beneath  the  capsule. 
Many  Kver  cells  contained  two  nuclei,  and  mitoses  were 
numei'mis.  Staining  with  Sudan  III  showed  a  very  little 
fat,  in  ihe  form  of  fine  droplets,  which  were  partly  within 
the  endothelium  (Kupffor's  cells). 

The  sum  of  these  changes  suggests  the  effect  of  damage 
which  has  been  insufficient  to  cause  extensive  necrosis, 
but  has  acted  as  a  stimulant  to  cell  growth.  In  addition, 
tlic  portal  areas  show  collections  of  small  mononuclear 
cells  and  polymorphs,  and  towards  tlie  centres  of  the 
lobules  both  intracellular  and  extracellular  granules  and 
masses  of  pigment  were  found.  These  microscopic  changes 
resemble  those  described  by  Jkitzke  and  Herxlieimer. 

In  one  case  there  were  only  slight  changes — namely, 
variations  in  the  sizes  of  the  nuclei,  a  few  mitoses,  vacuo- 
lation  of  the  central  cells  of  the  lobules,  and  iu  one  place 
a  liepatic  venule  was  filled  with  a  mass  of  dissociated 
liver  cells  mingled  with  red  blood  corpuscles.  A  film  made 
from  a  .scraping  of  this  liver  showed  one  characteristic 
spirochaete.  Stokes  in  two  cases  describes  an  exudation 
of  cells  into  the  interstitial  tissue  surrounding  the  smaller 
bile  ducts.  He  detected  leucocytes  lying  "  between  tho 
liver  columns,  and  usually  between  the  vessels." 

TJic  Kiibiei/s. — Stokes  described  the  lesions  in  the 
kidneys  under  three  headings:  (1)  Swelling  and  granular 
degeneration  of  the  tubular  epithelium,  particularly  of  the 
proximal  convoluted  tubules  and  the  ascending  loops  of 
Henlc  ;  (2)  an  exudation  of  polymorphonuclear  leucocytes 
between  the  tubules  and,  more  rarely,  within  them  ; 
(3)  haemorrhages  into  the  lumen  of  the  tubules  in  poorly 
defined  patches. 

The  glomeruli  showed  no  changes  in  particular. 

Tlie  Spleen. — In  no  case  was  there  any  enlargement  or 
any  sign  of  involvement  of  this  organ.  This  harmonizes 
with  the  clinical  observation  that  the  spleen  is  not  usually 
enlarged  in  this  disease. 

77(»  jjancrean  was  firm  and  to  naked  eye  and  microscopic 
examination  was  perfectly  mn-mal. 

The  IjiuK/K. —  In  all  our  cases  there  were  haemorrhages 
in  the  lungs,  iu  two  cases  reaching  the  size  and  consistence 
which  is  met  with  in  cases  of  mitral  stenosis.  There  was 
nothing  noteworthy  in  any  of  the  other  organs  of  the  body. 
Stokes  showed  the  presence  of  the  spirochaete  in  the 
kidney  in  one  of  his  cases.  In  no  other  morbid  human 
tissue  has  he  or  have  we  been  able  to  detect  it. 

EXPEKIMRXTAL  I'ATHOLOGV. 

I.    IIlSTOHU  AL. 

It  is  to  the  .lapauese  workers  Inada  and  Ido  that  we  owe 
the  discovery  of  the  Spirochacta  ie  t  erohaemorili  a  a  iac.  In 
November,  1914,  they  announced  the  discovery  of  a  spiro- 
chaete in  the  liver  of  a  guinea-pig  which  had  developed 
jaundice  and  died  as  the  rtisnlt  of  the  inoculation  of  blood 
from  a  case  of  jaundice,  epidemics  of  which  they  were 
investigating  in  conjunction  with  Hoki,  Kaneko,  Ito,  and 
Matsuzaki.  This  finding  they  w(  lu  able  to  repeat,  the 
spirochaete  being  found  in  the  liver  and  blood  of  the 
infected  animals  in  large  numbers.  The  infection  was 
shown  to  be  transmissible  from  animal  to  animal.  Later 
these  Japanese  workers  were  able  to  demonstrate  the 
specificity  of  this  spirochaete,  thi^  finding  of  it  in  the 
patient's  blood  in  six  cases,  in  the  tissues  in  two  fatal 
cases,  and  the  discovery  of  protective  substances  against 
it  in  the  serum  of  jmtients  recovering  from  the  disease 
putting  this  question  beyond  doubt.  Similar  findings  were 
announced  by  the  (iernian  workers  lliibener  and  Heiter, 
riileuhuth  and  Kromnie.  and  Kietzke,  obtained  by  tliem 
during  investigations  of  the  jaundice  epidemic  aniongst 
their  troops.  No  mention,  however,  is  made  by  them  of 
the  .lajianese  work.  The  researches  of  .StokeR,  liyle  and 
Tytler,  Dawson  and  Hume,  on  the  British  front,  and  later 
those  of  Martin  and  I'ettit,  (iarnier  and  Heilly,  Costa  and 
Troisier  in  the  Kreiich  army,  have  shown  that  a  similar 
type  of  jaundice  is  epidemic  on  the  Western  front,  findings 
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corresponding  with  those  of  the   Japanese   having  been 
obtained. 

II..  Experimental  Inoculation. 
Attempts  to  reproduce  tliis  condition  in  animals  have 
shown  that  the  guinea-pig  is  the  animal  of  choice,  the 
monkey  and  rabbit  being  moi-e  or  less  immune,  whilst  the 
mouse  and  white  rat  occupy  an  intermediate  position. 
Tlio  guinea  pig  can  be  infected  by  the  intraperitoneal 
injection  of  the  patient's  blood  or  urine.  In  the  case  of 
blood,  success  can  only  be  looked  for  with  any  degree 
of  certainty  if  it  is  taken  early  in  the  disease — fourth 
or  fifth  day — and  though  the  blood  may  still  be  infective 
as  late  as  the  seventh,  eiglith,  or  ninth  day,  later  than 
that  period  the  results  are  almost  always  negative.  The 
intraperitoneal  injection  of  3  to  5  com.  of  blood  gives  the 
most  satisfactory  results.  As  regards  the  infectivity  of 
the  urine  for  the  guinea-pig,  some  difference  of  opinion 
seems  to  exist.  The  Japanese  authors  claim  that  the 
patient's  urine  is  infectious  for  the  animal  early  in  the 
disease,  and  as  in  the  case  of  the  blood,  this  diminishes 
as  the  disease  progresses.  They  have,  liowever,  liad 
positive  results  as  late  as  the  twenty  first  day.  On  the 
other  hand,  Garnier  and  Reilly  claim  that  it  is  only  from 
the  tenth  to  eleventh  day  onwards  that  the  urine  is 
capable  of  infecting  the  guinea-pig,  that  is  to  say,  from 
the  time  the  spirochaetc  cau  first  be  demonstrated  in  the 
urine  microscopically,  and  that  earlier  in  the  disease  the 
results  of  their  experiments  have  been  consistently 
negative.  Stokes's  attempts  in  this  direction  were  on 
no  single  occasion  attended  with  success,  despite  the 
fact  that  the  centrifugalized  deposit  from  large  quan- 
tities of  urine  was  employed  and  the  attempts  were 
made  at  various  periods  of  the  disease.  Our  experiments, 
though  few  in  number,  were  negative. 

The  Disease  in  the  Ouinea-pig. 
The  disease  in  the  guinea-pig  is  characterized  by 
jaundice,  haemorrhages,  conjunctival  congestion,  albu- 
minuria, and  pyrexia.  It  is  neatly  always  fatal.  Tlie 
incubation  period  in  the  animals  injected  with  the  patient's 
blood  is  somewhat  variable — from  six  to  thirteen  days. 
Stokes  quotes  a  case  in  which  it  would  appear  to  have 
been  as  long  as  eighty-six  days.  After  several  passages  of 
a  strain  the  incubation  period  is  gradually  reduced  until 
it  reaches  a  point  where  it  remains  more  or  less  constant, 
between  four  and  five  days.  The  mode  of  inoculation 
naturally  affects  the  incubation  period,  it  being  longer 
when  the  infectious  material  is  injected  subcutaneously. 
The  disease  is  ushered  in  by  a  sharp  rise  in  temperature, 
the  animal  is  quiet  and  refuses  to  eat.  A  temperature  of 
103°  F.  is  the  rule,  though  it  may  rise  to  as  much  as  106°  F. 
Jaundice  appears  when  the  temperature  has  reached  its 
maximum,  the  animal  becomes  more  acutely  ill,  and 
usually  twenty-four  hours  after  its  appearance  we  have  a 
fall  of  temperature  to  subnormal,  collapse,  and  death. 
Spirochaetes  appear  in  the  blood  with  the  onset  of  pyrexia 
(Fig.  3),  and  can  be  demonstrated  in  the  urine  ante  mortem. 
Conjunctival  congestion  is  usually  present,  skin  haemor- 
rhages and  haematuria  are  not  infrequent. 

Blood  Changes  in  the  Guinea-pi'j. 
Anaemia  towards  the  end  of  the  disease  in  the  animal, 
according  to  Stokes,  is  marked  and  accompanied  by  a  fall 
in  the  leucocyte  count.  Our  observations,  though  few 
in  number,  do  not  bear  out  this  statement,  a  moderate 
degree  of  anaemia  only,  and  a  polymorphonuclear  leuco- 
cytosis  with  a  total  white  count  of  from  18,000  to  25,000 
being  noticed.  These  findings  bear  out  those  of  Dawson 
and  Hume  in  this  disease  in  man,  a  moderate  polymorpho- 
nuclear leucocytosis  being  a  constant  feature.  Apart  from 
a  certain  degree  of  polychromasia,  wc  have  not  found  any 
changes  on  the  part  of  the  red  cells. 

Pathological  Changes  in  the  (luinea-jiig. 
The  findings  in  guinea-pigs  which  have  died  of  the 
disease,  or  which  have  been  killed  after  the  appearance 
of  the  jaundice,  are  characteristic.  We  have  jaundice  of 
varying  intensity  of  the  skin  and  all  internal  surfaces.  As 
a  rule  the  jaundice  is  marked,  but  occasionally,  as  in  man, 
one  meets  with  cases  which  show  little  or  none.  This  is, 
h  iwever,  a  rare  occurrence.  Fine  petechial  haemorrhages 
are  seen  in  the  skin,  subperitoneally  and  in  the  muscles, 
particularly  those  of  the  thighs  and  abdominal  walls.  The 
loose  areolar  tissue  of  the  groins,  axillae,  and  cervical 
regions  shows  haemorrhages  of  varying  size,  and  the  lymph 


glands  in  these  regions  are  enlarged  and  frequently 
haemorrhagic.  The  post-peritoneal  tissue  also  shows 
oumerous  haemorrhages,  particularly  in  the  region  of  the 
kidney,  that  organ  being  frequently  surrounded  by  a  layer 
of  free  blood.  The  small  bowel  is  usually  congested,  and 
in  the  larger  percentage  of  cases  shows  numerous  sub- 
serous haemorrhages  usually  elliptical  in  shape.  On 
opening  the  gut  it  is  occasionally  noticed  that  the 
duodenum,  particularly  in  its  upper  portions,  is  more 
congested  and  the  mucosa  more  swollen  than  the  rest  of 
the  sniall  intestine.  This  same  fact  was  drawn  attention 
to  by  Dawsou  and  Hume.  The  larg(^  bowel  may  show 
little  or  nothing,  or  it  may  be  the  site  of  areas  of  haemor- 
rl*age,  which  vary  from  clusters  of  pinpoint  haemor- 
rhages to  areas  0  5  to  1  cm.  in  diameter,  which  suggest 
the  commencement  of  nicer  formation. 

The  kidneys  are  acutely  cougested  and  show  miimte 
haemorrhages,  subcapsular  and  throughout  the  cortex. 
The  suprarenals  are  usually  the  site  of  large  haemor- 
rhages, as  is  the  case  in  any  acute  toxaemia  in  the  guinea- 
pig.  The  liver,  as  a  rule,  shows  no  macroscopic  changes. 
The  spleen  is  congested,  friable,  and  in  the  majority  of  our 
cases  showed  distinct  enlargement,  though  Stokes  de- 
scribes it  as  "not  obviously  enlarged."  The  epididymis* 
and  testicle  may  also  show  haemorrhages.  The  lungs 
show  the  most  characteristic  changes  in  the  shape  of 
multiple  clear-cut  haemorrhages,  varying  in  size  from 
that  of  a  pinhead  to  a  threepenny-piece,  and  giving  rise  to 
that  appearance  which  the  Japanese  authors  very  happily 
describe  as  being  like  "  the  wings  of  a  mottled  buttertiy." 
As  pointed  out  by  Stokes,  the  larger  haemorrhages  are 
usually  confined  to  the  lower  lobes  and  may  be  arranged 
symmetrically  along  the  lateral  margins  of  them.  He 
also  draws  attention  to  the  fact  that  these  haemorrhages 
in  the  lungs  and  intestine  are  of  early  appearance,  having 
been  noticed  by  him  in  animals  killed  twenty-four  hours 
after  injection.  The  heart,  as  a  rule,  shows  nothing,  but, 
as  in  the  case  of  other  viscera,  it  is  sometimes  the  site 
of  small  haemorrhages. 

Pathological  Histology. 
Liver. — The  changes  seen  in  the  liver  may  vary  from 
cloudy  swelling  to  acute  parenchymatous  degeneration, 
small  prescribed  areas  of  cell  necrosis  sometimes  being 
found  on  section,  .\ccording  to  the  .Japanese,  the  biliary 
ducts  show  no  congestion,  but  Stokes  describes  an  inflam- 
matory process  about  the  smaller  bile  ducts  with  a  Icuco- 
cytic  infiltration  of  the  affected  ai'eas — a  pericholangitis — ■ 
and  to  this  he  is  inclined  to  attribute  the  jaundice. 

Kidneg. — This  organ  shows  those  changes  characteristic 
of  an  acute  parenchymatous  nephritis.  The  tubular 
epithelium  shows  degenerative  changes,  in  many  cases 
both  marked  and  extensive.  There  is  a  leucocytic  infil- 
tration of  varying  degree  around  the  affected  tubules,  and 
not  infrequently  the  affected  tubules  in  places  are  packed 
with  leucocytes.  Haemorrhages  occur  throughout  the 
cortex  and  many  tubules  are  seen  to  be  tilled  with  red 
cells.  These  degenerative  processes  fall  chiefly  on  the 
proximal  convoluted  tubules  and  the  thicker  portion  of  the 
loop  of  Henle,  the  glomeruli  as  a  rule  not  being  markedly 
affected. 

Suprarenals.  —  Almost  invariably  these  organs  .arc' 
haemorrhagic,  and  in  acute  cases  they  show  haemor- 
rhages involving  practically  the  whole  of  their  structure. 
The  haemorrhages  apparently  originate  in  the  medulla. 

Lymphoid  Tissue.  —  The  spleen,  lymph  nodes,  and 
Peyer's  patches  all  show  congestion  and  some  endothelial 
proliferation.  The  spleen  shows  evidence  of  increased 
blood  destruction,  the  sinuses  being  packed  with  macro- 
phages containing  red  cells;  free  pigment  and  leucocytes 
are  also  present.  The  lymph  glands  occasionally  show 
haemorrhage,  and  the  Peyer's  patches  are  usually  sur- 
rounded by  haemorrhage  in  the  form  of  a  thin  layer  of 
free  blood,  and  also  sliow  e.xtravasated  blooil  througliDUt- 
the  lymphoid  tissue. 

Lungs. — The  haemorrhages  in  the  lungs  are  seen  to  be 
pyramidal  in  shape,  with  their  base  lying  against  the 
pleura.  They  are  frequently  limited  by  the  boundaries  of 
the  lobule.  The  vessels  leading  to  these  areas  of  haemor- 
rhage are  frequently  seen  to  be  packed  with  leucocytes, 
and  Stokes  describes  cases  in  which  thrombi  have  been 
noticed  in  these  vessels,  though  he  does  not  consider  the 
evidence  sufficient  to  attribute  the  haemorrhages  to  these; 
thrombi. 
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Distrilmtion  of  the  Spirocltaete  in  ilic  Giiinea-pif/.—'£he 
spirocliaete  lives  and  multiplies  in  tlio  blood  stream  and 
ill  various  organs.  It  is  usually  extracellular,  and  when 
present  iu  the  tissues  it  is  found  in  the  interstitial  tissue, 
or  more  rarely  iu  the  oudotheliuiii  or  in  the  phagocytic 
cells.  In  the  guinea-pig,  unlike  the  case  in  man,  it  is 
found  -with  ease  in  the  blood  of  the  jauudiced  animal, 
especially  iu  the  ease  of  a  strain  which  lias  gone  through 
several  animal  passages  and  kills  the  animal  rapidly.  The 
liver  contains  the  spirocliaete  iu  great  numbers,  and  it  is 
suflicient  to  make  a  smear  from  a  portion  of  this  organ  to 
have  a  preparation  showing  a  dozen  or  more  spirochaetes 
per  oil-immersion  field.  In  stained  sections  the  spiro- 
chaetes are  seen  to  be  numerous  and  extracellular  for  the 
most  part,  forming  when  very  numerous  a  sort  of  garland 
round  the  individual  cells.  After  the  liver,  the  kidneys 
and  suprarenals  contain  the  largest  number  of  spiro- 
chaetes. In  the  kidney  they  occur  in  the  interstitial 
tissue  between  the  tubules  and  also  in  the  walls  and  lumen 
of  the  tubules  themselves.  Unlike  the  case  in  the  liver, 
their  distribution  in  the  kidney  is  by  no  means  geueral  but 
is  limited  to  areas,  where,  however,  they  are  numerous. 
Although  comparatively  numerous  in  the  blood  stream,  the 
spleen  and  bone  marrow  contain  few.  The  lymphoid 
tissue  (splenic  follicles  and  lymph  glands)  also  shows  but 
few  spirochaetes,  and  in  the  lungs,  heart  muscle,  striated 
muscle  and  arterial  walls  they  are  rare.  They  are 
numerous  in  the  urine  from  the  commencement  of  the 
jaundice.  Though  the  foregoing  description  of  the  dis- 
tribution of  the  spirochaoto  in  tlic  diseased  guinea-pig  is 
true  for  the  majority  of  cases,  one  occasionally  meets  with 
animals  iu  which  the  spii'ochaete  is  only  found  v/ith  diffi- 
culty. It  may  be  stated  as  a  general  rule,  however,  that 
those  animals  showing  the  most  marked  lesions  contain 
the  most  spirochaetes. 

Mode  of  Kxcretion. — In  the  guinea-pig  the  spirocliaete 
is  excreted  in  the  bile,  faeces,  and  urine,  though  it  is  only 
in  the  latter  that  it  is  with  any  ease  demonstrated  micro- 
scopically. Tlie  Japanese  workers  have  shown,  however, 
that  all  three  are  infective  for  the  guiuea-ijig,  their  experi- 
ments with  the  bile  of  infected  animals  giving  a  greater  per- 
centage ol  successful  results  than  those  with  the  faeces  and 
urine,  despite  the  fact  that  on  no  single  occasion  were  they 
able  to  demonstrate  the  spirocliaete  microscopically  in  it. 

Technique  of  Transfer. — The  disease  can  be  trans- 
mitted from  animal  to  animal  most  surely  by  employing 
the  heart  blood  or  the  emulsion  of  liver  of  a  diseased 
animal.  Inada  states  that  he  found  the  former,  injected 
in  (juantities  of  2  c.cm.,  the  most  satisfactory,  but  our 
findings  and  those  of  Stokes  would  point  to  the  emulsion 
of  liver  being  the  more  certain  of  the  two.  In  the  case 
of  the  heart  blood  all  that  is  necessary  is  to  collect  the 
blood  with  the  usual  precautions  as  regards  sterility  and 
to  inject  it  intraperitoneally  into  the  fresh  guinea-pig. 
If  the  liver  emulsion  is  to  be  employed,  the  liver  is 
removed  as  rapidly  as  possible  after  opening  the  animal, 
using  the  greatest  possible  care  to  avoid  contamination, 
and  is  placed  in  a  sterile  vessel,  where  it  is  roughly  ground 
up  with  a  small  quantity  of  normal  saline.  Tlie  resulting 
emulsion  is  then  rapidly  centrifuged  to  throw  down  the 
lumps  of  liver  tissue,  which  would  block  the  needle,  and 
the  fluid  so  obtained  injected  intraperitoneally  or  sub- 
cutaneously.  The  employment  of  a  large-bored  needle 
will  be  found  advisable,  and  in  all  cases  where  a  possible 
contamination  is  suspected,  such  as  invasion  of  the  liver 
tissue  by  bacteria  post  niorieiii  should  the  animal  have 
been  dead  some  little  time,  the  subcutaneous  route  for 
inoculation  is  the  one  of  choice.  In  a  like  manner  an 
emulsion  of  any  other  organ  containing  the  spirocliaete, 
such  as  the  kidney  or  suprarenal,  could  be  employed. 
Jiesides  the  subcutaneous  and  intraperitoneal  methods  of 
inoculation  which  are  employed  as  a  rule  owing  to  their 
simplicity,  the  guinoa-iiig  can  be  infected  by  way  of  the 
mouth,  feeding  the  animal  on  food  soaked  in  liver  emulsion, 
by  applying  the  virus  to  one  of  the  available  mucous 
surfaces,  and  by  smearing  it  on  to  the  shaved  skin. 

III.  MoKl'HOLOOY. 
Microsropicdl  Apjtriironce. 
This  organism  is  fairly  |)leomorpliic,  and  varies  in  length 
from  4|i  to  25  ^i,  with  aii  average  length  of  8  to  9/i.  Its 
thickness  varies  with  the  staining  metlmd  employed,  but 
the  .Japanese  workers  are  of  the  opinion  that  it  is  probably 
about  0.25 ;i.     The  ends  are  sharp  and  pointed,  and  are  in 


most  cases  hooked,  not  uncommonly  both  ends  being  bent 
to  the  same  side  in  the  form  of  a  letter  C,  or  one  end  is 
bent  in  an  opposite  direction  to  the  other,  giving  the  parasite 
an  S  shaped  form.  The  spirocliaete,  unlike  Treponema 
pallidum^  shows  irregular  undulations  usually  composed  of 
2  to  3  large  or  4  to  5  smaller  waves.  This  is  not  always  the 
case,  Martin  and  Pettit  pointing  out  that  occasionally  one 
comes  across  forms  in  which  the  waves  are  more  numerous 
and  more  regular,  the  parasite  approaching  more  the  form 
of  T.  paliiduin.  In  the  blood  the  spirocliaete  conforms  to 
the  typical  form,  except  in  those  severe  infections  where  it 
is  very  numerous,  and  then  one  meets  with  parasites  bent 
in  the  form  of  a  ring  or  twined  one  about  another.  On  the 
other  hand,  the  forms  met  with  in  the  liver  vary  much  in 
shape  and  length.  One  sees  straight  forms,  others  bent  at 
one  end  only,  giving  the  parasite  the  appearance  of  a  note 
of  interrogation,  and  again  others  showing  round  or  oblong 
granules,  3  to  4  in  number,  staining  a  deep  purple  with 
Giomsa.  Still  larger  granules  may  sometimes  be  observed 
projecting  from  the  body  of  the  spirocliaete — the  so-called 
"  lateral  bud  "  of  the  spirocliaete  already  described  in  the 
case  of  other  varieties — the  significance  of  which  is  not 
apparent.  Degenerative  forms  are  also  met  with  which 
are  thick,  devoid  of  waves,  and  blunt  at  the  ends. 
Flagella  were  not  described  by  the  Japanese,  but  Martin 
and  Pettit  and  Yaudremer  in  a  repent  publication  describe 
flagella,  which  they  have  been  able  to  demonstrate  by 
Liifiler's  and  Van  Ermengem's  staining  methods.  These  are 
terminally  placed,  and  vary  in  number  and  length.  Farther, 
they  have  been  able  to  show  that  the  flagellum  ends  in  a 
small  circular  knob,  the  significance  of  which  has  yet  to  be 
elucidated. 

Staining  Methods. — Unstained  in  a  hanging  drop  pre- 
paration, the  spirocliaete  is  invisible  with  the  ordinary 
microscope  except  when  very  numerous,  and  even  tlien  its 
presence  is  detected  only  with  the  greatest  difficulty. 

Darh-ijronnd  Ilhimiiiation, — By  this  means  the  spiro- 
chaete  can  be  readily  studied.  It  is  not  nearly  so  refractilo 
as  T.  pallidum,  and  its  movements  are  much  more 
sluggish.  As  a  rule  it  remains  motionless,  or  is  simply 
carried  across  the  field  by  the  currents  set  up  between  the 
slide  and  cover  slip.  It  is,  however,  cajiable  of  lashing 
movements  of  the  extremities,  the  centre  portion  of  the 
parasite  remaining  rigid,  or  it  may  show  twisting  worm- 
like movements. 

Dried  Smears. — Smears  of  blood,  tissues,  or  urine  sedi- 
ment can  be  readily  stained  bj'  Geimsa,  Leishman, 
Tribondeau,  or  a  rapid  silver  impregnation  method  such  as 
Fontana.  With  Giemsa,  after  a  preliminary  fixation  with 
methyl  alcohol,  absolute  alcohol, or osmic  acid,  the  prepara- 
tion is  stained  for  two  hours  with  a  mixture  of  20  drops  of 
stain  in  10  c.cm.  of  water.  Generally  speaking,  when  the 
leucocytic  granules  are  deeply  stained,  the  spirochaete 
will  be  found  to  be  stained.  With  Leishman,  after  the 
preliminary  fixation  for  one  minute  with  undiluted  stain, 
the  diluted  stain  is  allowed  to  act  for  thirty  minutes. 
This  gives  quite  satisfactory  results,  and  though  not 
deeply  stained  the  spirochaete  is  readily  visible.  Coloured 
by  these  methods,  the  spirochaete  has  a  pinkish-purple 
tint.  Burri's  Indian  ink  method  and  similar  processes 
give  us  a  rapid  and  satisfactory  means  of  demonstrating 
the  spirochaete  in  smear  preparations,  but  perhaps  the 
mast  satisfactory  of  all  is  that  of  Fontana,  which  consists 
of  staining  the  preparation  with  an  ammouiated  silver 
nitrate  solution  after  a  preliminary  mordaucing  with  5  per 
cent,  aquecjus  solution  of  tannic  acid. 

Staining  of  Sections. — The  most  satisfactory  staining  pro- 
cess for  sections  will  be  found  to  be  the  older  Lo vaditi  method. 

Staining  of  Flagella. — For  this  purpose  the  methods  of 
Loffier  and  Van  Ermengem  both  give  satisfactory  results. 
The  following  are  the  directions  given  by  Martin,  Pettit, 
and  Vaudremer : 

(a)  Lofller.  Fix  in  ether-alcohol.  Cover  the  preparation  with 
UolHor'a  fucliaia  ink  and  heat  gently,  stopphifj  the  heating  «w 
soon  as  the  preparation  commences  to  steam.  Wash  in  distilled 
water,  and  then  three  times  witli  ahsoUite  alcohol.  Stain  with 
alkaline  aniline  fjontian  violet,  warming  yently.  Waali  in  dis- 
tilleil  water  and  dry. 

(/))  Villi  Krmeniiem.  Follow  the  classical  techiii(|ue,  but  in 
place  of  Ziehl'a  carbol  fuchsin  stain  the  preiiaration  with 
alkaline  aniline  gentian  violet,  (lihiteil  so  as  to  obtain  a  back 
grouinl  not  too  deeply  stained. 

IV.    Cl'LTIVATION    Kxl'KRIMHNTS. 

The  first  successful  attempts  to  cultivate  the  spiro- 
chaete were   those  of   the  Japanese   Ito   and    Matsuzaki. 
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Starting  from  the  infected  guinea-pig,  the  spirochaete  was 
obtained  in  pure  culture  by  the  method  of  Noguchi,  guinea- 
pig  kidney  replacing  that  of  the  rabbit  usually  employed. 
The  cultures  were  covered  by  a  layer  of  liquid  paraffin.  The 
best  results  were  obtained  at  a  temperature  of  22°  to  25°  C. 
They  noticed  that  growth  commenced  in  from  three  to 
seven  days,  or  rarely  after  a  delay  of  as  much  as  two 
weeks,  that  the  first  generation  lived  for  three  to  six 
weeks,  and  that  the  lives  of  tlie  succeeding  generations 
were  rather  shorter.  Since  then  they  have  succeeded 
in  growing  the  organism  on  various  different  media, 
■solid  and  liquid — blood  agar  and  gelatin,  human  serum, 
diluted  ox  serum  and  ascitic  fluid.  Martin  and  Pettit 
in  repeating  this  work  have  been  unable  to  obtain 
cultures  on  solid  media,  but,  however,  have  been 
successful  with  various  liquid  media.  The  most  satis- 
factory they  found  to  be  diluted  rabbit  serum  (1  in  5 
■of  normal  saline),  and  diluted  o.x  serum  (1  in  9  of  normal 
saline),  without  the  addition  of  pieces  of  tissue,  but  merely 
covered  with  a  layer  of  liquid  paraffin.  The  organism 
grows  well  at  a  temperature  of  between  25°  and  32°  C, 
refusing  to  grow  at  37°  C.  or  only  after  acclimatization. 
The  cultures  are  inoculated  with  the  heart  blood  or  emul- 
sion of  liver  of  a  jaundiced  guinea-pig  which  has  been 
preferably  killed  and  not  allowed  to  die  of  the  disease. 
The  cultures  remain  clear,  any  cloudiness  or  turbidity 
being  an  indication  of  contamination  and  of  failure  because 
the  spirochaete  refuses  to  grow,  or  only  shows  feeble  growth 
in  the  presence  of  other  organisms.  The  cultures  are 
without  odour  and  ascitic  fluid  remains  uncoagulated.  In 
culture  the  spirochaete  is  evenly  distributed  throughout 
the  media,  and  is  shorter  and  more  active  than  when  seen 
in  the  tissues.  Occasionally  one  sees  several  spiroohaetes 
intertwined  together  in  the  form  of  a  rosette,  and  here  and 
there  individuals  of  exceptional  length.  As  the  culture 
becomes  older  the  organism  becomes  less  active,  and 
degeneration  forms  make  their  appearance.  Subcultivation 
should  be  practised  when  growth  is  at  its  height,  that  is, 
when  spiroohaetes  are  numerous  aud  active.  The  cultures 
are  capable  of  reproducing  the  disease  in  the  guinea-pig, 
and  their  virulence  is  maintained  up  to  the  twenty-second 
day. 

V.  Mode  of  Spread  of  the  Disease. 
In  their  first  couimunicatiou  tlie  Japanese  authors 
expressed  the  opinion  that  infection  occurred  through  the 
skin  or  by  the  mouth.  As  was  shown  by  them,  the  spiro- 
chaete is  excreted  chiefly  by  way  of  the  urine,  which  provides 
a  ready  means  for  the  dissemination  of  the  virus.  They 
had  noticed,  also,  that  epidemics  of  jaundice  occurring  in 
mines  were  confined  to  "wet"  mines,  and  that  if  in  a 
mine  the  cases  came  from  one  particular  portion,  that 
portion  of  the  mine  was  invariably  a  flooded  one.  The 
animal  experiments  performed  by  them  showed  that  the 
guinea-pig  could  be  readily  infected  by  way  of  the  mouth, 
or  by  simply  applying  the  infectious  material  to  the  shaved 
skin,  abraded  or  intact — five  minutes'  contact  being 
sufficient  for  infection  to  have  taken  place.  Knowing 
these  facts  it  seemed  probable  that  in  these  epidemics,  in 
the  mines  at  any  rate,  the  water  having  been  contaminated 
by  urine  the  spirochaete  gained  entrance  to  its  new  host 
via  the  skin  or  by  the  moutli.  This  was  further  borne  out 
by  the  fact  that  when  the  flooded  portions  of  the  mine 
■were  pumped  dry  the  incidence  greatly  decreased.  In  the 
communication  of  Stokes,  Ryle  and  Tytler  attention  is 
drawn  to  the  fact  that  the  oases  of  jaundice  occurring  in 
this  sector  of  the  line  came  almost  exclusively  from  one  or 
two  portions  of  the  front  line  trench,  and  that  as  soon  as 
the  units  were  moved  out  of  these  particular  trenches 
they  ceased  to  have  cases  of  jaundice,  and  in  a  similar 
manner  fresh  units  moving  into  them,  who  had  had  no 
cases  up  to  that  time,  almost  immediately  commenced  to 
develop  them.  These  portions  of  trench  when  compared 
with  the  rest  of  the  line  were  distinguished  from  the 
remainder  by  always  being  in  a  very  wet  condition,  it 
being  impossible  to  drain  them  properly.  In  their  first 
paper  the  Japanese  discussed  the  possibility  of  biting 
insects,  such  as  the  flea  or  mosquito,  playing  a  part  in  the 
spread  of  the  disease  from  man  to  man,  but  concluded  that 
the  siiiallness  of  the  numbers  of  the  spiroohaetes  in  the 
peripheral  circulation  made  it  very  doubtful.  Stokes  also 
undertook  experiments  with  a  view  to  finding  out  if  the 
body  louse,  so  common  amongst  the  troops,  could  be  in- 
criminated.    When  one  considers    however    how  general 


the  distribution  of  the  louse  is,  and  how  localized  the  areas 
from  which  cases  of  jaundice  come,  this  does  not  seem 
probable.  His  experiments  proved  negative.  In  a  recent 
communication  the  Japanese  state  that  they  have  been 
able  to  show  the  presence  of  the  spirochaete  in  38  per 
cent,  of  the  field  rats  coming  from  areas  in  which  jaundice 
was  epidemic,  and  they  suggest  that  the  infection  may  be 
conveyed  by  the  rats'  urine  directly  or  indirectly.  Stokes 
has  been  able  to  confirm  this  finding,  six  out  of  fifteen  rats 
caught  in  these  areas  in  which  jaundice  was  endemic 
having  been  shown  to  contain  the  spirochaete  in  the  kidney 
capable  of  producing  the  disease  in  the  guinea-pig.  It 
would  appear,  therefore,  that  the  rat  acts  as  a  reservoir  for 
the  infective  agent,  spreading  the  disease  by  means  of  its 
urine  directly  or  indirectly,  and  that  infection  is  further 
spread  by  the  patient's  urine  and  faeces. 

VI.  Immunity. 

The  Japanese  in  their  first  paper  pointed  out  that  the 
blood  of  convalescent  patients  contained  protective  sub- 
stances capable  of  neutralizing  the  virus  in  vitro,  and  of 
protectmg  the  guinea-pig  against  infection.  This  sub- 
stance is  first  demonstrable  in  the  blood  serum  after  the 
tenth  day  of  illness,  but,  as  a  rule,  is  not  found  before  the 
fifteenth  to  the  twentieth  day.  This  immune  substance 
persists  in  the  blood  for  a  long  time,  the  Japanese  authors 
quoting  two  cases  in  which  it  was  detected  at  the  end  of 
five  and  a  half  years.  It  is  specific,  and  is  not  present  in 
the  serum  of  healthy  persons,  nor  in  the  serum  from  cases 
of  jaundice  of  other  origin. 

The  immune  substances  can  be  demonstrated  by  the  re- 
action of  Pfeifler,  the  results  of  the  experiment  being  con- 
firmed by  the  subsequent  condition  of  the  guinea-pigs,  the 
control  animal  developing  jaundice  and  dying,  while  the 
other  which  received  the  virus  and  the  patient's  serum 
remains  unaffected.  They  also  showed  that  this  substance 
was  endowed  with  curative  properties,  the  diseased  guinea- 
pig  being  cured  by  an  injection  of  the  patient's  serum  if  it 
was  administered  before  the  onset  of  jaundice.  These 
facts  have  been  confirmed  by  the  French  and  by  Stokes, 
the  latter  having  shown  that  even  after  the  appearance  of 
jaundice  the  guinea  pig  can  be  cured,  provided  the  serum 
is  injected  before  the  collapsed  stage  is  reached.  In  view 
of  these  facts,  the  Japanese  have  prepared  an  antiserum 
by  imnmnizing  a  horse,  aud  report  encouraging  results 
from  the  employment  of  this  serum  therapeutically.  The 
French  also  are  preparing  an  antiserum,  but  so  far  have 
published  no  results  of  its  application  in  the  disease. 

Attempts  have  also  been  made  to  demonstrate  immune 
bodies  in  the  patient's  serum  by  means  of  the  reaction  of 
the  fixation  of  complement.  As  antigen  an  emulsion  of 
liver  rich  in  spirochaetes  was  employed.  Stokes  reports 
negative  results  with  this  reaction,  and,  while  Martin  and 
Pettit  state  that  it  was  positive  in  the  five  cases  in  which 
it  was  tried  by  them,  they  at  the  same  time  admit  that  a 
strongly  syphilitic  serum  gave  a  positive  result  also. 

The  serum  of  the  patient,  according  to  Garnier  and 
Reilly,  does  not  agglutinate  the  spirochaetes,  whereas  the 
Pasteur  Institute  serum  agglutinates  them  readily,  the 
spirochaetes  losing  their  mobility  and  running  together  into 
clumps. 

VII.  Bacteriological  Diagnosis. 
Direct  Examination  of  the  Blood. 
Owing  to  the  shortness  of  the  period  during  which  the 
organism  is  to  be  found  in  the  circulation  and  the  small- 
ness  of  its  numbers  when  present  therein,  the  direct 
examination  of  blood  smears  for  the  spirochaete  is  of  little 
value  as  a  practical  method  of  diagnosis.  However,  in  the 
early  stages  of  disease  (up  to  the  seventh  day)  it  is  some- 
times possible  to  demonstrate  the  spirochaete  in  this 
manner,  and,  seeing  that  it  requires  little  time  or  trouble, 
it  is  worthy  of  trial.  The  blood  may  be  examined  by 
means  of  the  ultra-microscope;  blood  smears  may  be 
stained  by  Giemsa,  Leishman,  and  Fontana,  or  prepara- 
tions made  with  Burri's  Indian  ink  method. 

Animal  Inoculation, 
The  reproduction  of  the  disease  in  the  guinea-pig  by  the 
injection  of  the  patient's  blood  or  urine  is  undoubtedly  the 
most  satisfactory  aud  convincing  diagnostic  test  we  at 
present  possess,  but  unfortunately,  owing  to  the  fact  that 
it  is  only  in  the  early  stages  of  the  disease  that  the  blood 
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is  infective  and  that  the  infectivity  of  the  mine  is  a  very 
variable  quantity,  this  method  of  diagnosis  as  a  practical 
measure  has  its  limitations.  lu  the  early  days  of  the 
disease,  up  to  the  seventh  or  even  ninth  day,  one,  or 
preferably  two,  guinea-pi<^'s  should  be  inoculated  intra- 
peritoneally  with  3  to  5  c.cni.  of  the  patient's  blood. 
Injection  of  larger  quantities  of  blood  is  of  itself  sufficient 
frequently  to  kill  the  guinea-pig.  In  a  positive  case,  after 
an  incubation  period  of  from  six  to  twelve  days,  the  animal 
develops  the  disease  and  dies,  showing  the  characteristic 
changes  already  described.  Similarly,  in  the  early  days 
of  the  disease  tlie  injection  of  the  urine  into  the  guinca-jiig 
should  bo  done,  and  even  after  the  blood  has  ceased  to 
be  iniective  and  the  case  is  well  advanced,  it  is  perhaps 
worthy  of  trial,  because,  as  shown  by  Gamier  and  lleilly, 
positive  results  may  be  obtained  as  late  as  the  twenty- 
eighth  day.  These  workers  inject  the  centrifngalized 
deposit  from  40  to  60  c.cni.  (occasionally  as  much  as 
150  to  250  G.ciu.)  of  resently  passed  urine,  suspended 
in  5  c.cm.  normal  saline.  Naturally  all  precautions  as 
regards  sterility  nuist  be  observed  in  the  collection  and 
centrifugalization  of  the  uriue. 

Kxamination  of  the   Urine  for  Spirnchaefes. 
As   pointed   out   by   the   Japanese,   the    spirochaete    is 
eliminated  chiefly  by  way  of  the  kidney,  and  from    the 
ninth  day  onwards  can  be  demonstrated  microscopically 
in   the  urine.     At  first  it  appears   in  the  urine  in  small 
numbers   only,   the    number    gradually    increasing    to    a 
maxinjum   reached  about  the  thirteenth  to  fifteenth  day 
of  disease,  to  diminish  again  and  finally  disappear  from 
the  urine  about  the  fifth  or  beginning  of  the  sixth  week  of 
illness.     Should,   therefore,   a   ease    of    jaundice    present 
itself  too  late  in  the  disease  to  make  the  inj(!Ction  of  the 
guinea-pig  with  the  blood  of  no  use,  and  should  the  injec- 
tion of  a  guinea-pig  with  the  urine  have  proved  negative, 
the  demonstration  of  the  spirochaete  in  the  urine  gives  us 
valuable  information  as  to  the  cause  of  the  jaundice.     The 
procedure  is  simple  and  is  as  follows  :  The  urine  is  collected 
in  a  sterile  vessel  and  50  c.era.   or  so  centrifuged.     The 
deposit  so  obtained  is  washed  with  distilled  sterile  water 
and  recentrifuged  and  smears  made  with  the  final  dejiosit. 
Preparations   can   be   made   by   the   Indian   ink   method, 
Harrison's  coUargol  method,  or  with  a  2  per  cent,  aipieous 
solution   of   Congo   red,   treating   the    smear   so   obtained 
with    1    per   cent.    HCl    in   alcohol,   as   reconunended    by 
Benians.     Those  methods  have  the  advantages  of  rapidity 
and  simplicity,  but  in  our  opinion  the  best  is  the  staining 
of  dried  smears  by  the  method  of  Fontana.     Should,  there- 
fore,  the  urine  of   a  case  of   jaundice,  examined   in   this 
manner  towards  the  end  of  the  second  or  beginning  of  the 
third  week,  show  the  presence  of  numerous  spirocliaetes 
having   the  morphological  characters  of  the  Spirorhaeta 
tcteroliaemorr/tagiiie  already   described,    and    should   the 
case  have  been   proved  negative  for  the  enteric  group  by 
blood  culture,  exauiiuation   of   stools   and  urine   for   bacilli 
or  by  agglutination,  there  is  little  doubt  that  the  case  in 
question   is  one  of   spirochaetosis.     It  must   be   borne  in 
mind,  however,  that  it   is  not   sufficient  to  examine   tho 
urine  on  one  occasion  only,  but  several  examinations  at 
intervals  of  two  to  three  days  may  be  necessary  before  the 
spirochaete  is  found.    Even  then,  as  pointed  out  by  Stokes, 
we  may  fail  to  find  the  spirochaete  because  it  is  to  be 
expected  that  in  mild  cases  the  numbers  excreted  will  be 
small,  and  the  period  during  which  they  are  to  be  found  in 
the  uriue  transient.     It  cannot  be  claimed,  however,  that 
this  method  of  diagnosis   has  the  same  value   as   the  ju'o- 
duction   of  jaundice  in  the  guinea-pig  as  there   are  certain 
obvious  sources  of  error.     These  are  tho  limitation  of  the 
microKcope  when  used  alone  to  determine  the  species  of 
micro-organism  with  which  one  is  dealing  and  tho  presence 
of  other  bodies  in  the  preparation  reseml)ling  spirochaetes 
liable   to   mislead  an  in(^\perienced   observer.     Tlio  latter 
error  should  not  be  made   by  a  skilled  worker,  and  though 
the  examination   by  us  of   control    urines   from    cases   of 
scarlet  fever,  measles,  lobar  pneumonia,  typhoid  and  jiara- 
typhoid   fever   have   occasionally  revealed   the   presiuice  of 
spirochaetes,  this  has  been  of  rare  occurriuice,  and  in  no 
case  did   these  spirochaetes  or  spirilla  bear  any  morpho- 
logical   resemblance    to     tho    S/nrocluiela    ictorohm-iiwr- 
rhiif/inr.     We  have,  tlunefore,  concluded  that  in   a  case  of 
jaundice  the  clinical   symptoms  of  which  jioint  to  spiro- 
chaetosis, which  lias  bi.'cn  proved  negative  to  the  enteric 


group,  and  in  tho  urine  of  which  spirochaetes  with  the? 
morphology  of  Spirochaeta  icl(rohae»iorrhar/iae  have  beei> 
found,  one  is  in  possession  of  a  chain  of  evidence  warranting 
the  diagnosis  of  spirochaetal  jaundice. 

Immunitii  Reactions. 

1.  lleacJion  of  Nciitrali>:(ilion. — This  reaction,  already 
referred  to  under  the  heading  of  imnumity,  can  be  made 
use  of  in  diagnosis.  It  suffices  to  mix  a  toxic  dose  of  virus 
(liver  emulsion)  with  1  to  2  c.cm.  of  the  serum  from  the 
case  in  question  and  to  inject  it  into  a  guinea-pig  intra- 
peritoneally.  The  control  animal  receives  the  virus  alone. 
If  the  case  is  one  of  spiroclKu-losis,  the  guinea-pig  remains 
unaffected,  the  control  animal  dj'ingwith  the  characteristic 
pout -mortem  c\\a,\\<<fii^;  on  tlu;  other  hand,  if  tho  case  were 
not  one  of  spirochaetosis,  botli  animals  woidd  develop 
jaundice. 

2.  Fixation  of  Complement. — It  would  not  appear  that, 
in  our  present  state  of  knowledge,  this  reaction  would  be 
of  much  service  in  diagnosis.  .Martin  and  I'ettit  report 
positive  results,  however,  in  the  five  cases  in  which  it  was> 
tried  by  them,  but  the  value  of  these  results  was  somewhat 
detracted  from  by  the  fact  that  a  strongly  syphilitic  serum 
gave  a  positive  result  as  well  with  their  antigen. 

CONCLUSION. 

It  would  seem  to  be  proved  that  there  is  in  the  armies 
in  France  a  typo  of  infective  jaundice  which  is  the  same 
in  clinical  and  pathological  featun^s  as  that  described  by 
the  Japanese  workers,  and  that  this  disease  is  caused  by 
the  Spirocliaeta  icteroliaemorrliidjiae.  .-Vnd  tliere  is  also 
undoubted  proof  that  this  same  spirochaete  may  cause 
a  similar  train  of  symi^toms  without  the  appearance  of 
jaundice. 

A  complete  bibliography  is  appended,  and  to  the  authors 
of  the  various  publications  we  acknowledge  our  debt. 
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CHAPTER  XIII. 
THE   PART  PLAYED  BY  BRITISH  MEDICAL  WOMEN  IX   THE  WAR. 

BY 

Miss  MARY  H.  FRANCES  IVENS,  M.B.,  M.S.Lond., 

Surgkon-in-Charge  Scottish  Women's  Hospital,  Boyaumont,  France. 


Sn  the  days  of  peace  medical  women  took  their  share  in 
all  phases  of  professional  life  in  Groat  Britain  and  Ireland 
60  that  they  needed  no  separate  history.  But  in  war  the 
spheres  of  work  open  to  them  are  limited  by  military 
considerations,  and  it  has  seemed  proper,  therefore,  to 
attempt  some  account  of  the  matiuer  in  which  they  have 
come  forward  to  render  professional  services  to  tlie 
wounded  and  sick.  Tliey  have  not  shrunk  from  personal 
risk  and  hardship,  and  at  the  same  time  have  done  their 
part  in  bringing  modern  scientific  methods  to  bear  on  the 
novel  clinical  problems  with  which  the  special  circum- 
stances of  this  war  have  confronted  military  medicine,  and 
have  not  only  individually  shown  untiring  energy  in 
emergencies,  but  also  an  admirable  capacity  of  a  combina- 
tion and  organization  in  face  of  unforeseen  difficulties. 
The  account  does  not  profess  to  be  complete,  it  does  not 
make  mention  of  much  good  work  done  by  individuals,  and 
contains  little  reference  to  the  many  medical  women  who 
have  laboured  with  medical  men  at  home  for  the  good  of 
the  civil  population ;  but  such  as  it  is  it  has  an  interest  of 
its  own  as  a  sketch  of  the  work  done  by  British  medical 
women  in  the  first  war  in  which  they  have  been  numerous 
enough  to  count. 

In  the  early  days  of  the  war  JSritish  medical  women 
volunteered  their  services  in  aid  of  the  wounded  of  their 
own  country,  but  finding  that  the  British  Red  Cross  and 
the  War  Office  were  at  that  time  amply  supplied,  they 
turned  their  attention  to  the  needs  of  the  Allies,  whose 
countries  were  already  invaded  by  the  enemy.  Units 
composed  partly  or  entirely  of  women  were  accepted  for 
service  under  the  Belgian,  French,  and  Serbian  Red  Cross. 
The  Women's  Imperial  Service  League  ivas  the  first  to 
fiend  a  hospital  to  Belgium,  and  though,  owing  to  the  rapid 
and  unfortunate  march  of  events  there,  its  career  was 
ehort,  it  rendered  very  material  service  during  the  siege  of 
Antwerp.  Miss  Stoney,  M.B.,  B.S.Lond.,  with  a  staff  of 
six  women  doctors,  was  in  charge  of  thb  hospital,  which 
was  full  of  seriously  wounded  cases  when  the  bombard- 
ment on  October  8th  took  place.  The  hospital  was 
eighteen  hours  under  shell  fire  before  the  patients  (Belgians 
and  some  British)  could  be  placed  in  comparative  safety. 
During  this  time  no  member  of  the  unit  was  injured, 
although  the  ground  was  littered  with  shell  and  the 
houses  round  were  burning.  The  unit  crossed  the  Scheldt 
by  the  bridge  of  boats  on  London  motor  buses  to  join  the 
retreating  British  marines  twenty  minutes  before  the  boats 
were  blown  up  by  the  retreating  Belgians. 

In  November,  1914,  the  unit  was  fornietl  again,  and  a 
hospital  of  70  beds  was  established  at  Cherbourg  under 
the  French  Red  Cross  in  an  ancient  chateau.  Two  days 
after  their  arrival  seriously  wounded  French,  Belgians, 
and  Senegalese  came  in  from  Dunkirk  by  boat.  Most  of 
the  cases  had  badly  comminuted  fractures,  and,  as  they 
did  not  arrive  until  four  to  eight  days  after  being  wounded, 
a  considerable  number  of  amputations  had  to  bo  performed 
for  gangrene,  advanced  sepsis,  septicaemia,  and  secondary 
haemorrhage. 

It  was  not  until  the  spring  of  1915  that  medical  women 
undertook  the  full  charge  of  British  wounded  in  England, 
although  in  October,  1914,  Dr.  Louisa  Clarrctt  Anderson 
established,  under  the  French  Red  Cross,  a  small  hospital 
in  Paris  which  received  some  Britisli  wounded. 

In  consequence  of  a  rearrangement  of  the  transport  of 
the  wounded  the  hospital  at  Cherbourg  was  closed  early  in 

1915.  Dr.  Florence  Stouey  was  appointed  radiologist  to 
the  Fulham  Military  Hospital  in  April  of  that  year,  with  a 
ward  for  the  treatment  of  cases  of  disordered  action  of  the 
heart,   shell   shock,  and   Graves's  disease.      By  January, 

1916,  this  deijartnient  had  already  examined  4,351  cases, 
and  had  taken  5,530  skiagrams,  in  addition  to  giving  x  ray, 
high  frequency  treatment,  and  vibratory  massage.  The 
special  study  of  the  action  of  x  rays  in  hyperthyroidism  led 
Dr.  Stoney  to  point  out  the  close  connexion  between  hyper- 
activity of   tlie   thyroid   gland    and   the   tachycardia  and 
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breathlessness  seen  in  cases  of  "  irritable  heart "  and 
"soldier's  heart."  By  .t-ray  treatment  the  thyroid  gl\nd 
can  be  reduced  in  size.  As  it  grows  siualler  the  symptoms 
disapjiear.  The  thyroid  in  exophthalmic  goitre  is  much 
more  easily  affected  by  x  rays  than  the  thyroid  of  a 
quiescent  bronchocele,  as  the  glandular  cells  are  in  a  very 
active  condition.  Conditions  similar  to  Graves's  disease 
are  produced  by  war  strain.  Dr.  Stoney  believes  that 
J"  rays  are  a  specific  for  exophthalmic  goitre,  though  the 
heart  condition  is  incurable,  the  muscle  remaining  weak, 
so  that  the  organ  can  be  more  easily  overstrained  than 
a  healthy  heart.  Symptoms  of  hyperthyroidism  are  often 
of  late  onset  in  ordinary  bronchocele,  when  micro- 
scopically areas  of  altered  tissue  similar  to  that 
occurring  in  exophthalmic  goitre  are  found.  Thus 
Graves's  disease  may  be  primary  (most  of  the  cases  in 
the  war  come  under  this  group),  or  grafted  on  to  a  pre- 
existing bronchocele.  Dr.  Stoney  places  special  stress  on 
the  following  abnormal  symptoms  needing  treatment : 
(1)  Fine  tremor,  (2)  excessive  perspiration,  (3)  great  nervous- 
ness and  twitchings,  and  (4)  a  pulse- rate  habitually  over  90. 
A  common  combination  is  tremors,  breathlessness,  tachy- 
cardia, weakness,  and  sweating,  nervous  twitchings,  and 
obliteration  of  wrinkles  on  the  forehead.  Though  a;- ray 
treatment  does  not  deal  with  the  primary  cause  of  the 
disease  it  relieves  the  patient  by  lessening  the  thyroid 
gland.  Its  chief  disadvantage  is  that  several  sittings, 
spread  over  a  couple  of  mouths  or  more,  are  required. 
A  rays  are  applied  as  vigorously  as  is  compatible  with 
safety.  One  Sabouraud  dose  filtered  through  one  or  two 
millimetres  of  aluminium  is  given  to  each  side  of  the 
thyroid  weekly  in  about  twenty  minutes.  The  heart  is 
one  of  the  earliest  organs  to  respond,  becoming  regular 
and  of  normal  size.  After  some  time  exophthalmos 
usually  disappears  and  the  goitre  diminishes.  The  only 
risk  is  that  of  temporary  pigmentation  of  the  skin  occa- 
sionally going  on  to  telangiectasis. 

Scottish  Women's  Hospitals. 
In  September,  1914,  an  Edinburgh  graduate.  Dr.  Elsie 
Inglis,  was  instrumental  in  promoting  the  formation  of  the 
Scottish  Women's  Hospitals  for  foreign  service,  and  units 
consisting  entirely  of  women  were  arranged  for  Belgium, 
France,  and  Serbia.  The  first  unit,  intended  for  Belgium, 
was,  owing  to  the  German  occcupation  of  that  country, 
sent  to  Calais.  It  was  not  a  complete  unit,  but  consisted 
of  a  staff  of  doctors  and  ten  nurses  under  Dr.  Alice 
Hutchinson.  It  worked  during  the  s;;vere  typhoid 
epidemic  among  the  Belgian  soldiers  under  Dr.  Depage 
from  November,  1914,  to  April,  1915  ;  the  mortality  among 
its  patients  was  relatively  low. 

Worl;  ill  France. 

At  the  beginning  of  December,  1914,  the  first  complete 
hospital  unit  was  sent  out  under  the  French  Red  Cro.ss, 
and  was  established  in  the  Abbaye  de  Royaumont. 
Within  easy  distauce  of  a  large  evacuating  station  the 
Abbaye,  from  its  size  and  situation,  proved  to  be  an 
excellent  site.  Although  within  sound  of  the  guns,  its 
architectural  beauty  and  the  forest  scenery  in  the  neigh- 
bourhood made  it  an  ideal  spot  in  which  the  wounded 
soldier  could  forget  for  a  time  the  horrors  and  discomfort 
of  war.  After  inspection  by  the  Service  de  Sante  the 
hospital  was  opened  on  Jauuary  13th,  1915,  as  Hopital 
Auxiliaire  301,  fully  equipped  for  the  reception  of  surgical 
cases. 

Dr.  Agnes  Savill  has  described  the  difficulties  en- 
countered iu  making  the  first  .c  ray  installation.  An  x-ray 
room  was  fitted  up  close  to  the  operating  theatre  and  a 
developing  room  was  contrived  in  a  large  cupboard  with  a 
fish  kettle  as  a  cistern.  In  spite  of  this  the  developing 
was  easily  performed  until  there  came  a  rush  of  work. 
Then  a  village  plumber,  who  had  known  the  abbey  in  the 
days  of  the  nuus,  found  a  cold  water  pipe  in  a  cupboard  on 
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the  first  floor.  Tlais  space  was  piomptly  fitted  up  as  a 
developing  room,  but  experience  of  tlie  first  inontlis  proved 
that  it  was  possible  to  turn  out  good  work  without  all 
the  luxuries  and  conveniences  to  whicli  students  trained  in 
a  medical  school  are  acci\stomed. 

In  a  short  time  a  bacteriological  laboratory  was  added, 
a  theatre,  and  an  elaborate  j-ray  installation  were  equipped, 
and  the  number  of  beds  was  increased  to  400.  The  cloisters 
lent  themselves  very  well  for  the  open-air  treatment  of 
wounds,  I  and  the 
large  halls  on  the 
ground  floor  rnade  it 
possible  to  wheel  the 
beds  out  so  that  a 
large  proportion  of 
the  cases  could  spend 
part  of  the  day  out 
of  doors. 

The  medical  staff 
included  a  surgeon- 
in-charge,  five  assis- 
tant surgeons,  an 
anaesthetist,  and  a 
bacteriologist ;  there 
were  thirty  trained 
nurses,  and  about 
forty  women  order- 
lies, usually  un- 
trained volunteers 
who  worked  in  the 
wards  as  proba- 
tioners, helped  in 
the  kitchen,  looked 
after  stores,  carried 
stretchers,  and 
assisted    in   all    the    departments    under    trained   heads. 

The  wounded  are  brought  in  from  the  military  evacuating 
station  by  motor  ambulances  under  the  charge  of  women 
drivers.  This  is  responsible  work,  for  trains  frequently 
arrive  at  night,  the  roads  are  by  no  means  ideal,  and 
during  a  rush  the  chauffeuses  must  work  many  hours 
without  a  break. 

An  x-ray  car  enables  the  radiologist  to  do  radiographic 
work  for  tliosc  neighbouring  hospitals  which  have  no 
installation. 

From  the  start  the  worlc  of  the  Koyaumont  Hospital  has 
been  continuous,  though  in  the  early  summer  of  1916  the 
hospital  was  almost  cleared  in  preparation  for  the  attack 
an  'he   Sommc.     The  refectorv  was  then  arranged    as  a 


clinically  gas  gangrene.  Attention  was  drawn  to  the 
importance  of  complete  bacteriological  study  and  the 
careful  examination  of  tlie  x-ray  plates,  which,  in  the 
majority  of  cases,  showed  the  presence  of  gas  bubbles  or 
streaks  according  to  the  species  of  microbe  present,  thus 
affording  extremely  valuable  aid  in  a  decision  as  to  the 
form  of  treatment  required. 

It  was  found  that  the  flora  of  gas  gangrene  was  usually 
multiple  :  B.  perfringens  was  present  in  nearly  every  case, 

B.  sporor/enes  in  41 
cases,  i'ibrion  sep- 
iique  in  6  cases 
(several  fatal)  ;  B. 
Ii  i stol yt  icii  s,  B. 
Hihler  IX,  and  B. 
oedi'iiiiilictiK  were  all- 
reported,  but  less 
frequently.  .Strepto- 
cocci of  a  virulent 
type  were  present  ir> 
59  cases,  and  added 
to  the  gravity  of  the 
infection.  Tetanus 
occurred  in  15  cases, 
and  was  demon- 
strated  bacterio- 
logically  in  7.  Of 
464  cases  of  gas  in- 
fection 42  were  fatal, 
25  dying  from  gas- 
gangrene,  4  with 
tetanus,  and  the  re- 
mainder with  severe 
fractures,  brain  or 
abdominal  injuries. 
Amputation  was  considered  necessary  in  advanced  cases- 
of  gangrene;  it  was  performed  65  times,  with  48  recoveries, 
by  the  open  method  with  lateral  incisions.  When  gangrene 
was  limited  to  groups  of  muscles  or  joints,  excision  was. 
performed — 41  times,  with  33  recoveries.  Hypertonic  salt 
treatment  alone  was  found  to  be  unsuccessful,  but  com- 
bined with  21  per  cent,  'carbolic  acid  had  given  good 
results.  Other  methods  used,  such  as  continuous  irriga- 
tion with  eusol,  Dakin's  solution,  or  normal  saline, 
apparently  gave  the  same  results.  Ten  cases  of  very 
severe  gas  gangrene  were  treated  by  antiserums  for 
B.  perfriiigcns,  B.  oedematicns  and  Vihrion  srptiqne.  In 
five  cases  (one  being  an  instance  of  septicaemia  with  triple 
anaerobic  infection)  the  results  were  successful.  Tlie  fatal 
cases  were  already  septicaemic  before  serum  was  given. 
There  was  distinct  evidence  tiiat  its  curative  use  might 
be  advantageous  and  probably  its  prophylactic  use  even 
more  valuable. 


-Tlie  Cloisters.   Ahhaye   de  Hoyauiuont.     Photo^irapli  reproduced  in  Froc. 
Jtou.  Soc.  Med.,  February,  1917. 


ward  with  100  beds,  and  in  a  few  hours,  on  .Inly  2nd,  was 
aliuiist  tilled  with  seriously  wounded  cases. 

In  two  years  2,527  patients  had  passed  through  the 
hospital  and  2,859  operations  had  been  perfornieil,  witli 
a  mortality  of  48  (1.9  )ior  cent.).  Cases  of  almost  every 
type  of  severity  were  admitted,  but  when  an  attacli  was 
proceeding  they  generally  included  a  percentage  of  cases 
of  gas  gangren(\  The  operations  jierforuicd  included  1,C57 
for  shell  and  grenade  wounds,  264  for  bullet  wounds,  68 
amputations  and  59  reamputations,  78  joint  operations, 
176  for  radical  cure  of  hernia,  41  for  appenciicectoiny,  and 
60  nerve  and  tendon  operations.  In  addition,  200  civilians 
from  the  district  were  admitted  for  operative  tieatoieut. 
Miss  Ivens,  M.S.,  Modecin  Chef  of  the  hospital,  has  made 
a  report  on  464   cases  of  gas  infection,  of  which   107  were 


Fio.  3.— X-ray  cur  with  tent. 

When  the  weather  allowed,  the  sun  was  found  to  be 
a  valuable  aid  in  the  treatment  of  wounds,  which  were 
exposed,  with  a  thin  layer  of  gauze  to  keep  away  flies. 

Work  ill  Srrhiii. 

The  Scottish  Women's  lIos[iitals  sent  out  llieir  first  unit 
to  Serbia  in  .January,  1915,  just  alter  the  .\iistrians  had 
been  driven  over  the  Serbian  frontier,  leaving  thousands 
of  sick  and  wounded.  Typhus  of  a  virulent  type  was  raging 
and  tlio  mortality  was  very  higli. 

The  unit  went  to  Kragujevatz.  the  ai>eiial  of  Serbia, 
where  it  took  charge  of  570  beds.  T'he  first  hospital  was 
preparetl  in  about  forty -eight  hours.  The  patients  were  in 
.a  miserable  condition,  many  siill'eiiug  fi-oiu  septic  wounds 
and  bedsores.      Thev  were  tound  in  all  available  buildings 
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in  the  town  shivering  and  verminous.     To  deal  witli  the 

large  numbers  Dr.  Eleanor  Soltau  in  a  short  time  opened 

other  buildings  with  fresh  equipment  sent  from  Scotland. 

At  Valjevo  70,000  typhus  cases  were  lying   unattended ; 

8ome  were  sent  at  once  to   Kragujevatz,   and  Dr.   Alice 

Hutchinson  was  sent  with  another  unit  to  open  a  camp 

hospital  at  Valjevo.     On  its  way  out  the  unit  stopped  for  a 

short  time  at  Malta  to  nurse  British  wounded  from  the 

Dardanelles.     Next  Dr.  Elsie  Inglis  arrived  in  Serbia  and 

opened      two     additional 

hospitals,  one   at   Mlada- 

novatz  and   the  other  at 

Lazarovatz.     The  former 

hospital   was   named   the 

Neil     Fraser     Memorial, 

after    a    member    of    the 

first  unit  who  had  died  of 

typhus.   This  hospital  was 

under  the   charge  of    Dr. 

Beatrice   Macgregor,   and 

was      continuously     full. 

The    hospital  at  Lazaro- 
vatz, housed  in  inns  and 

dwelling-houses     of     the 

village,  was  able  to  accom- 
modate 400  patients. 
In  an  account  of  some 

of  the  medical  work  done 

during  her  ten  months  iu 

Serbia,  Dr.    Chesney  has 

reported  that   100  out  of 

the    300    officers    of    the 

Serbian      army     medical 
service    died     from     the 

fever,  and  that  the  Scottish  Women's  Hospital  unit, 
to  which  she  was  attached  at  Kragujevatz,  also 
suffered  severely.  Two  buildings  were  taken  over  at 
Kragujevatz,  so  that  cases  of  recurrent  fever  could  be 
separated  from  typhus,  but  in  a  short  time  the  wards  con- 
tained nothing  but  typhus.  The  windows  were  kept  open, 
and  only  one  patient  was  allowed  in  each  bed.  The 
patients  were  washed,  and  lice  hunted  out  of  every  hiding 
place ;  but  fleas  were  ineradicable.  The  bathing  arrange- 
ments and  water  heating  apparatus  were  rough  but 
efficient,  though  fuel  was  difficult  to  obtain.  The  sanitary 
arrangements 
were  primitive ; 
they  consisted 
of  a  room  with 
a  small  hole  in 
a  wooden  box 
over  a  cesspool, 
and  when  this 
was  filled  up 
another  small 
room  was  taken 
and  another 
cesspool  con- 
structed. The 
cesspools  were 
emptied  by  suc- 
tion pumps  and 
carts  at  inter- 
vals. Kraguje- 
vatz has  norjn- 
ally  a  population 
of  10,000,  but 
during  the  war 
there  wereabout 
20,000,  and  only 
five  sanitary  carts  could  be  allowed  for  the  town.  With 
all  its  disadvantages  the  results  in  the  hospital  compared 
favourably  with  most  of  those  in  Skoiiliji  and  Banja,  where 
buildings  and  sanitation  were  good.  Each  ward  liad  two 
English  sisters,  and  a  Serbian  and  two  Austrian  orderlies. 
The  Austrians  made  good  nurses,  and  the  Serbians  pre- 
ferred their  ministrations.  They  were  decent,  friendly, 
and  hard  working.  The  sisters  maintained  discipline  with 
ease  by  means  of  a  sign  language. 

Typhus  was  at  its  height  in  February.  It  was  of  a  very 
severe  type  and  the  death-rate  extremely  high.  Nearly  all 
cases  were  in  the  sixth  or  seventh  day  of  illness  when 
admitted,  with  the  rash  well  out.  Stroilg  patients  seemed 
to  suffer  most  severely  ;  the  delirium  was  more  severe, 
and  when  this  persisted  the  case  was  nearly  always  fatal. 
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The  Austrian  prisoners  often  died  from  heart  failure  just 
before  the  crisis ;  the  majority  of  deaths  were  just  at  the 
crisis.  In  the  Serbian  liospitals  the  most  common  com- 
plication was  gangrene  of  a  moist  type,  but  Dr.  Chesney 
liad  no  such  cases,  although  numb  aiid  painful  feet  occurred 
not  uncommonly.  Eleven  bullock  wagons  were  sent  to  the 
surgical  hospital  laden  with  patients  suffering  from  post- 
typhus  gangrene,  in  an  appalling  condition  from  want  of 
nursing.    Post-typhus  pneumonia  was  fairly  common.    The 

patients  responded  to  good- 
nursing,  and  the  death- 
rate  at  this  6th  Keserve- 
Hospital  was  about  16  per 
cent.,  which  was  very  low 
considering  the  violence' 
of  the  epidemic. 

The  precantions  against 
lice  taken  by  the  staff 
wore  to  wear  high  boots, 
and  to  protect  the  wrist 
and  neck  with  bandages 
rubbed  with  naphthalene. 
With  the  advent  of  sum- 
mer typhus  rapidly  died 
down,  the  cases  became- 
milder,  and  finally  ceased- 
Recurrent  fever  followed 
the  same  course,  and  dur- 
ing the  summer,  except 
for  diphtheria,  Serbia  was 
quite  health}'. 

The  Scottish  Women's- 
Hospital  units  worked  in 
Serbia  tli  rough  the 
summer  of  1915  until  the  advance  of  the  Austro-German 
army  swept  them  back.  First,  the  Mladanovatz  unit, 
which  had  treated  more  than  1,400  cases,  had  to  fall 
back  on  Kragujevatz.  Next,  the  Valjevo  hospital  had  to 
retreat  west  to  Vrnyatochka — Banja,  where  the  members- 
were  made  prisoners  of  war  and  taken  to  Hungary.  The 
Lazarovatz  unit  retired  to  Kurfevatz. 

Sir  Kalph  Paget,  British  Commissioner,  arranged  for 
those  who  wished  to  retreat  into  Montenegro.  They 
endured  terrible  hardships  travelling  over  snow-capped 
mountains   7,000   feet   high,  with  food   at  famine   prices, 

and  shelter 
often  not  pro- 
curable, but 
with  one  exct^)- 
tion  all  reached 
the  coast  in 
safety.  In 
Kragujevatz 
during  the  first 
three  months  of 
the  enemy  oc- 
cupation the 
care  of  a  large 
number  of  Ser- 
bian wounded 
was  given  over 
to  the  Scottish 
Women's  Hos- 
pital, and  as- 
there  was  great 
overcrowding 
an  outbreak  of 
typhus  w  as- 
feared,  and  an. 
infectious  hos- 
pital was  organized  with  difficulty,  as  the  Germans  would- 
give  no  other  building.  Bathing  arrangements  were  im- 
provised and  disinfectors  set  going.  The  sanitation  was 
deplorable,  and  it  was  necessary'  to  empty  tlie  overfiowing 
cesspools,  to  build  incinerators,  and  to  clean  incessantly. 
Thousands  of  Serbian  prisoners  taken  in  the  south  passed 
through  Kurfevatz  miserably  underfed.  Their  sufferings 
from  hunger  and  exposure  were  very  great.  Hospital  rations 
were  meagre,  and  any  extra  articles,  such  as  milk  and 
eggs,  were  liable  to  be  seized  at  the  hospital  gates  by  the 
Austrians.  On  February  9th  the  hospital  was  evacuated. 
The  greater  number  of  patients  had  been  removed  to 
Hungary,  and  the  few  remaining,  badly  wounded,  were 
taken  into  Austrian  hospitals.  On  February  11th,  1916, 
the  entire  hospital  staff  was  sent  north  under  an  Austrian- 


Fig.  5.— Scottish  Women's  Hospital  for  Serbian  refugees  in  Corsica. 
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^'uaid.     lu  Vienna  the  Austrian  Embassy  took  charge  of 
them,  and  tlicy  werj  finally  sent  home  through  Zurich. 

Il'dcA'  in  Salon icii. 
lu  May,  1915,  the  second  French  liospital  under  Dr. 
McUroy  was  opened  at  Troyes.  It  was  established  in  tents, 
and  at  the  cud  oE  the  summer  was  sent  witli  the  French 
Expeditionary  Force  to  the  Balkans.  For  a  month  it  was 
fitationed  at  Ghevg-li,  and  cases  were  received  from  the 
front,  which  was  about  fifteen  miles  away.  Orders  were 
then  given  to  evacuate,  and  the  hospital  retreated  to 
Salouica,  where  it  opened  as  a  tent  hospital  on  January 
1st,  1916,  on  a  stretch  of  flat  ground  near  tlie  sea,  overlook- 
ing the  bay  of  Salouica.  The  medical  staff  consisted  of 
five  women  doctors  and  a  radiologist.  The  climate  of 
Salouica  was  found  very  trying,  and  there  was  a  consider- 
a,ble  amount  of  sickness  among  the  staff  during  the  hot 
season,  when  the  work  was  heaviest,  1,000  patients  being 
admitted  during  July  and  August  with  dysentery,  malaria, 
colic,  diarrhoea,  and  jaundice.  In  October,  when  active 
hostilities  began  again,  the  hospital  was  used  for  wounded. 
"The  x-ray  department  treated  a  considerable  number  of 
cases  with  high  freipiency,  electrical  massage,  hot  air,  light 
and  ionization,  under  the  directi(m  of  Miss  Edith  Stoney  ; 
cases  were  sent  also  from  other  hospitals  for  treatment. 
During  the  year  3,045  patients  were  admitted. 

Work  in  Corsica. 

Some  of  the  Scottish  women  who  had  been  in  the 
Serbian  retreat  in  December.  1915,  appalled  by  the 
sufferings  of  the  Serbians,  undertook,  with  the  approval 
of  the  French  Government,  the  provision  of  medical  care 
for  the  Serbian  refugees  in  Corsica,  and  looked  after  them 
•during  their  transport  from  Salouica  to  Corsica. 

Dr.  Blair  landed  in  Ajaccio  with  the  first  transport  full 
of  Serbian  refugees  on  Christmas  eve,  1915,  and  took 
medical  charge  of  the  Serbian  colony  there.  The  refugees 
on  the  island  at  one  time  numbered  6,000.  The  first  Serbs 
to  arrive  were  from  Southern  Serbia,  some  civil  officers 
and  their  wives  and  families,  some  peasants,  but  all  at 
that  time  equally  destitute,  as  they  liad  tted  before  the 
Bulgarians,  leaving  everything  behind  them,  and  had 
suffered  great  privations.  The  maternity  work  started 
before  the  refugees  reached  Ajaccio,  for  a  child  was  born 
on  the  first  transport.  There  was  a  considerable  amount 
of  illness  among  the  refugees,  the  result  of  exposure, 
privation,  and  exhaustion,  and  there  was  ever  present  the 
possibility  of  infectious  disease.  A  suitable  building  was 
turned  ir.to  a  hospital,  which  was  soon  filled  with  patients, 
us,  in  addition  to  all  the  serious  cases  from  the  refugee 
colony,  numbers  of  young  recruits  arrived  from  Corfu. 
They  had  been  in  the  retreat  through  Montenegro  and 
Albania.  The  condition  of  these  starving  boys  was  most 
pitialjle,  and  the  most  devoted  nursing  was  not  always 
successful  in  restoring  them  to  health  after  the  privations 
they  had  endured.  Tuberculosis  was  extremely  common. 
The  most  i)atlietic  group  of  ail  to  arrive  were  the  school 
boys  and  students,  who  from  11  years  upwards  were 
marched  to  the  Adriatic  lest  they  should  fall  into  the 
hands  of  the  enemy;  several  thousands  died  by  the  way, 
thousands  more  after  reaching  the  base,  so  many  that  the 
isle  where  they  were  quartered  came  to  be  known  as 
Li'lle  des  ]Morts.  Tlie  boys  who  recovered  in  the  hospital 
were  sent  first  to  (Ircat  Britain  and  later  to  France. 

The  medical  service  for  the  Serbs  consists  of  the  main 
Scottish  Women's  Hospital  at  .Vjaccio,  the  branch  hospital 


for  isolation  (the  Lazaret),  and  out-patient  dispensaries  at 
the  refugee  houses. 

Diu-ing  the  autunm  of  1916  the  hospital  began  to  receive 
discharged  incapacitated  soldi<rs.  It  has  over  eighty  beda 
occupied  and  is  equipped  with  a  theatre,  pathological 
laboratory,  and  an  a;  ray  installation.  There  is  an  open- 
air  department  for  phthisis,  and  sun  baths  are  an  impor- 
tant part  of  the  treatment.  Jlore  than  2,000  patients  were 
treated  at  Ajaccio  alone.  The  Serbs  were  found  to  be 
extraordinarily  interesting  and  grateful  patients,  and  very 
much  endeared  themselves  to  their  British  nurse-s. 

In  the  autumn  of  1916  the  second  Serbian  army  was 
mobilized  and  re-equipped  at  Corfu.  The  Scottish 
Women's  Hospital  received  an  invitation  to  send  out  a 
luiit  with  it,  and  Dr.  Agnes  Bennett  went  to  Salonica  in 
charge  of  a  well  equipped  hospital  of  200  beds.  The  move- 
ments of  the  unit,  which  was  attached  to  the  Serbian 
army,  were  facilitated  by  the  possession  of  motor  transport 
sufficient  not  only  for  the  wounded  but  for  the  staff.  The 
hospital  was  first  located  near  Salonica.  Later  on  it  was 
moved  to  Ostrovo.  The  bad  roads  and  heavy  liill  climbing 
made  the  transport  difficult  and  dangerous.  This  hospital 
received  many  wounded  from  the  Serbian  army  during  its 
advance  and  proved  of  the  greatest  value  to  it.  When  the 
army  moved  forward  a  small  outpost  station  was  sent 
ahead  to  enable  the  most  serious  cases  to  be  looked  after 
for  a  few  days  before  being  transported  over  the  bad  roads. 
Mrs.  Harley,  sister  of  Lord  French,  who  was  killed  recently 
in  Monastir,  was  in  charge  of  the  transport  column. 

Work  in  Eussia. 

.\nother  unit  was  sent  out  through  Russia  for  the  1st 
Serbian  Division  of  the  Russian  army  in  the  Dobrudja. 
It  was  in  charge  of  Dr.  Elsie  Inglis  and  Dr.  Lilian 
Chesney,  and  started  work  in  October,  1916,  at  Mejidia, 
where  the  barracks  were  converted  into  a  hospital.  About 
300  patients  were  received  during  the  eighteen  days  of  its 
existence.  Owing  to  the  rapid  advance  of  the  Bulgars,  it 
had  then  to  be  evacuated. 

Meanwhile  a  second  hcspital  had  been  established  at 
Boulboulmick,  consisting  of  three  hospital  tents  and  a 
dressing  tent ;  after  being  occupied  for  a  fortnight,  it,  too, 
had  to  retreat  to  a  village  near  Mejidia.  The  final  retreat 
was  slow  and  arduous,  and  great  hardships  were  suffered. 
The  hospital  equipment  was  transported  through  Cerna- 
vode  by  stages  to  Ismail  and  Galatz,  and  ultimately  into 
Russia,  only  a  motor  kitchen  and  ambulance  being  lost. 
Dr.  Inglis  established  dressing  stations  at  Harsova  and 
Braila  and  found  many  wounded  at  the  latter  place.  The 
unit,  when  last  heard  of,  was  at  Bessarabia,  across  the 
Russian  frontier. 

Work  under  tlie  British  War  Office. 
On  leaving  Paris  Dr.  Garrett  Anderson  and  part  of  her 
staff  did  good  work  for  some  mouths  at  Wimereux  in 
association  with  the  R..\.M.C.  It  was  then  arranged  by 
the  Director-General,  Sir  Alfred  Keogh,  that  they  should 
organize  a  military  hospital  at  Eudell  Street  Workhouse 
Infirmary,  Londim,  which  they  have  since  conducted  with 
great  efficiency. 

[Other  medical  women,  among  whom  Miss  F.  Barrie 
Lambert,  M.B.,  may  specially  be  mentioned,  have  taken 
their  share  in  the  treatment  of  wounded  men  in  the  con- 
valescent and  command  depots  mentioned  by  Dr.  Colin 
^lackenzie  in  Chapter  VIII. 


CHAPTER    XIY. 
THE    ROYAL    ARMY    MEDICAL    CORPS    AND    ITS    WORK. 


The  general   work  of  tho  medical  service  of  the  British 
army  maybe  rei^arded  as  falling  iuto  throe  main  sections: 

1.  The  physical  and  environmental  hygiene  of  the 
soldier's  life. 

2.  Theevacuationof  sick  and  wounded  from  places  at  which 
their  presence  is  an  obstacle  to  the  success  of  military 
operations,  and  detrimental  to  the  men  themselves;  and 

3.  The  provision  and  maintenance  of  institutions  at  which 
sick  or  wounded  soldiers  can  remain  during  treatment. 

In  theory,  and  to  some  extent  in  practice,  the  area  in 
which  the  work  has  to  be  done  is  divided  into  three  zones. 
The  first  or  forward  area  is  known  as  the  "collecting  zone" 
(Pig.  1).     In  it  the  wounded  are  collected  from  the  battle- 
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Fig.  1. — Cnllectino  Zone.  Diagram  representing  the  distribu- 
tion of  tile  medical  units.  Tlie  plain  circles  are  regimental  aid 
posts.  The  circles  with  a  dot  in  tlie  centre  are  advanced  dressing 
stations,  and  those  with  a  cross  are  main  dressing  stations  of  field 
ambulances  Tlie  circles  with  avertical  line  through  them  are  rest 
ca'iips  and  other  anne.xe8  to  main  dressing  stations.  The  upper 
oblongs  are  a  couple  of  casualty  clearing  stations  connected  by 
road  with  the  field  ambulances  and  with  the  base  by  a  raihvay  lino 
and  canal  traversing  the  evacuating  zone.  Theoblong  below  is.ll.) 
is  a  stationary  hospital  in  the  evacuating  zone.  Ojjposite  it  is 
an  advanced  depot  of  medical  stores  (a.d.). 

field,  and  the  sick  from  the  places  at  which  they  fall  ill. 
Theoretically  it  is  an  area  of  the  shape  of  a  triangle,  con- 
nected by  its  apex  with  the  lines  of  communication,  and 
having  at  its  base  the  regiments  in  action ;  and  nominally 
it  contains  only  tho  regimental  aid-posts,  the  field  ambu- 
lances, and  a  "  casualty  clearing  station,"  or  railhead 
hospital,  wliich  stands  at  the  apex,,  and  serves  to  house 
the  sick  and  wounded  .sent  on  from  the  field  ambulances 
until  they  can  be  passed  down  through  the  evacuating 
zone  to  tlie  distributing  zone.  In  practice,  however,  it 
contains  certain  other  units  of  a  medical  character. 

Tlie  next  or  middle  area  is  known  as  the  "  evacuating 
zone,"  because  it  is  traversed  by  tho  roads,  railway  lines, 
or  canals  along  which  the  sick  and  wounded  are  carried 
on  their  way  to  the  distributing  zone.  It  corresponds 
with  the  military  area  known  as  the  lines  of  communica- 
tion, and,  theoretically,  is  long  and  narrow,  containing, 
from  a  medical  point  of  view,  nothing  but  the  various 
means  of  transport,  and  perhaps  a  medical  store  or  two 
and  a  few  "  stationary "  hospitals  for  the  reception  of 
patients  who  should  not  be  taken  any  further  towards  the 
distributing  zone. 

The  third  or  lowest  area  is  called  the  "distributing 
zone,"  because  in  it  are  placed  the  various  institutions 
among  which  the  sick  and  wounded  are  to  be  distributed 
to  receive  their  final  treatment.  It  is  an  area  of  indefinite 
size,  corresponding  roughly  to  that  in  which  munitions  of 
war  are  gathered  and  reinforcements  collected,  and  which, 
from  a  purely  military  point  of  view,  is  known  as  the 
base.  In  this  war  it  lies  partly  in  Great  Britain,  partly 
overseas,  and  consequently  it  is  common  to  speak  of  it  as 
if  it  contained  institutions  of  two  different  orders — "  home 
hospitals  "  and  "  overseas  or  base  hospitals." 

Tho  collecting  zones  in  France  may  be  regarded  as 
divided  into  sections,  each  with  its  own  line  of  com- 
munications and  a  railhead,  for  the  front  is  actually  held 
by   different   armies  each  of  which  has  its  own   area   of 


operations.  Each  such  area  is  in  medical  charge  of  a 
senior  medical  ofiicer  known  as  Director  of  Medical  Ser- 
vices (U.M.S.),  who  is  responsible  for  the  arrangements  he 
makes  only  to  the  general  of  the  army  to  which  he 
belongs,  and  to  the  principal  medical  ofHcer  of  the  British 
forces — that  is  to  say,  the  Director-General  of  Medical 
Services  on  the  staff  of  the  Commander-in-Chief. 

Ill  the  collecting  zone,  even  in  parts  of  the  area  full  of 
suggestions  of  the  industries  of  peace,  the  dull  booming 
of  the  guns  is  rarely  inaudible,  while  a  few  miles  further 
afield  the  road  is  encumbered  from  time  to  time  by 
ammunition  wagons,  by  ambulances,  by  fresh  battalions 
going  up  to  take  their  place  in  the  line,  or  by  battalions 
returning  to  their  billets  mudstained  and  worn.  The  hill- 
tops, too,  disclose  a  view  perhaps  of  swiftly  moving  aero- 
planes, a  line  of  observation  balloons,  and  the  rising  smoke 
clouds  formed  by  bursting  shells. 

This  area  has  an  atmosphere  all  its  own — bracing,  sug- 
gestive, thrilling,  yet  curiously  solvent  of  illusions  and  of 
personal  petty  ambitions.  That  is  its  effect,  at  any  rate, 
on  many  a  newcomer.  He  sees  himself  suddenly  from  a 
new  angle;  he  recognizes  that  he  has  arrived  at  a  place 
where  there  is  no  room  for  the  looker-on  at  life,  at  a  place 
where  men  justify  their  existences  by  work  and  their 
deaths  by  altruistic  aims,  and  where  nothing  counts  but 
the  war. 

The  various  sections  of  this  zone  are  each,  as  has  been 
said,  in  charge  of  a  director  of  medical  services,  who  works 
through  the  deputy  directors  (D.D.M.S.)  in  charge  of  the 
corps  into  which  every  army  is  divided,  and  these  again 
through  the  assistant  directors  ( A.D.JNI.S.),  who  are  respon- 
sible for  the  medical  work  of  the  divisions  out  of  which 
army  corps  are  constituted. 

The  number  of  men  in  a  division  is  roughly  20,000,  and 
to  meet  their  needs  each  .-\.D.M.S.  has  at  his  disposition 
the  personnel  of  three  field  ambulances,  and  twelve  or 
more  medical  officers  attached  to  single  battalions  or  like 
divisional  units. 

B.\TT.\LION  MEDIC.4L  OFFICEKS. 

The  battalion  or  regimental  medical  officers  do  their 
work  in  a  more  advanced  position  than  any  others,  and  in 
some  respects  are  the  most  important  components  of  the 
whole  medical  service. 

Each  is  as  it  were  the  family  medical  attendant  of  the 
men  of  the  unit,  the  medical  officer  of  health  of  the 
locality  in  which  it  may  for  the  moment  find  itself,  and 
the  private  medical  adviser  of  the  commanding  officer  in 
respect  of  all  questions  in  which  medical  considerations 
arise.  He  gets,  or  should  get,  to  know  the  mental  and 
])hysical  peculiarities  of  every  officer  and  man  in  his 
battalion — knowing,  for  instance,  such  things  as  who  have 
dubious  feet ,  who  a  nervous  constitution,  who  are  e.\cep- 
tionally  hardy,  who  are  careless  in  their  living,  who 
careful,  who  are  disposed  to  go  sick  on  the  least  excuse, 
who  will  never  report  themselves  until  positively  obliged. 
He  acquires  this  knowledge  by  going  about  among  the 
men,  by  his  formal  medical  inspections,  and  by  noting 
who  are  the  frequent  attendants  at  his  morning  sick 
parades,  and  why  they  come.  Bearing  in  mind  that  the 
sole  reason  why  the  men  are  in  his  charge  at  all  is  in 
order  that  they  may  fight,  and  fight  effectively,  he  treats 
them  much  iu  the  spirit  of  the  medical  attendant  of  a 
racing  crew.  Hence  he  is  always  endeavouring  to  tackle 
small  evils  early,  and  to  winnow  out  the  sick  to  whom  he 
can  afford  all  necessary  treatment  himself  from  those  who 
must  be  sent  elsewheie. 

Everything  that  can  in  any  way  affect  the  health  of  his 
nnit  comes  within  his  purview  :  food  and  its  preparation, 
the  sterilization  of  the  water  supplies,  the  provision  of 
latrines  and  their  proper  maintenance,  the  destruction  of 
rubbish,  and  the  cleanliness  of  billets  and  dug-outs.  He 
is  always,  too,  on  the  alert  for  the  first  signs  of  an  out- 
break of  any  epidemic  malady,  wages  war  on  parasites 
and  flies,  and  endeavours  to  ensure  that  the  men  appre- 
ciate the  importance  of  the  various  precautions  they  are 
told  to  observe,  including  those  against  trench  feet.  His 
authority  he  derives  partly  from  his  personal  position, 
inirtly  from  his  influence   with  the  commanding  officer  of 
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liis  battalion.  If  he  secures  tlie  confidence  of  the  latter, 
and  the  real  respect  of  the  adjutant  and  the  sergeant- 
major,  his  work  is.  from  one  point  of  view.  easy. 

His  tlutics  are  continuous,  whctlier  his  unit  he  restin<^  in 
billets  or  be  taking  its  turn  in  the  ligliting  line. 

TuKNXH  Work. 
If  it  bo  taking  its  turn  in  the  fighting  line  he  has  also  to 
attend  to  battle  casualties  and  their  evacuation,  his  precise 
duties    in    this   connexion    diiferiug    according    as    trench 

lighting   is  in   progress 

\ I     I or    an    "  over-thc-top  " 

advance. 

In  the  former  case 
he  does  his  work  from 
a  predetermined  point 
chosen  according  to  the 
lie  of  the  ground  and 
other  circumstances,  at 
or  close  sometimes  to 
the  head  quarters  of 
one  of  the  companies 
of  the  battalion  or 
sometimes  to  those  of 
tlie  battalion  itself. 
The  former  are  likely 
to  be  in  a  dug  out  or 
trench  some  two  or 
three  hundred  yards 
behind  the  tire  trench, 
and  the  latter  perhaps 
twice  or  three  times 
that  distance  (Fig.  2). 
Here  he  establishes 
a  first  or  regimental 
aid  post,  equipping  it 
with  the  ordinary  pro- 
visions of  a  surgery, 
coupled  with  bunks  or 
other  lying-down  ac- 
commodation for,  say, 
half  a  dozen  seriously  wounded  men  (Kigs.  3  and  4). 

Tlie  aid  post  itself  may  be  the  cellar  of  a  ruined  cottage 
or  house,  a  deserted  German  dugout,  or  an  ostensibly 
shell-proof  annexe  to  a  communication  trench,  but  wdiat- 
ever  its  nature  lie  endeavours  to  guard  liis  patients  against 


Fig.  2  — Map,  drawn  fi-oin  nieitioi  y, 
showing  the  position  of  a  certain  regi- 
mental aid  post  lying  between  a  main 
and  an  accessory  com  mnnication  trencli. 
'I'he  shaded  i>lock  is  the  post  itself.  It 
stands  across  the  trencli,  the  patients 
approaching  along  tlie  curved  trench 
and  leaving  by  the  straight  descending 
trench,  which  leads  to  the  advanced 
dressing  station.  The  ascending  ana 
leads  to  and  from  the  firing  line.  The 
nrojection  (k)  on  the  right  is  the  aid 
post  kitchen.  The  projection  (rj  is 
tlie  latrine.  The  small  shaded  projec- 
tion (s)  is  a  dng-ont  for  four  R.A.MC. 
stre  teller- bearers. 


l'"l<J.  5--  (;  round  plan  <ii  a  regimental  aid  post  show  ii  in  elevation 
in  l''ig.  4.  (Jn  the  left  (t)l  is  a  bunk  for  two  orderlies,  each  liaving 
his  stretcher  bed  ;  next  is  Die  M.O.'s  bunk,  with  ;i  -  trelc-her  lieil 
and  talile.  In  the  centre  i-oniiiartment  running  from  entrance  to 
t^\it  are  trestles  to  supliort  a.  siretciier  while  a  case  is  iieing 
dresseii,  s<tiiie  tables  and  shelves  for  l)ottles  and  insti  umeiits,  and 
two  sitting  benches  On  tlie  right  is  an  eniiity  sp.ice  for  sKuiiig 
the  kits  of  patients,  and  la^ond  are  slides,  each  to  hold  tiin'e 
stretcher  patients,  in  tii-rs  (s.  J'.'.  \  curtjiiii  separates  them  from 
tint  centre  conitinrtnieDt.  CJas  ju'ttof  curtains  are  ri-Med  n(i  above 
the  doors  rcad.\'  to  let  down  on  a  gas  a'lirni,  and  on  the  tUmr 
near  the  exit  is  ;i  c\  Under  of  oxygi'n  and  a  Hpra\  ing  nincliine  and 
some  bottles  of  anti-gas  solution. 

I  g:is    atttick.    providing   for  all    o|Hiiings    a  hl.tiiket  sci-ecn 
ioalccd    in   an  anti-gas  solution   which  citn  be  lowcicd   into 


place  at  a  moment's  notice.  .Mso,  if  the  accommodatioB 
of  the  post  be  at  all  considerable,  lie  takes  what  steps  he 
cirn  to  divide  it  up  in  such  fashion  that  no  single  shell  is- 
likely  to  affect  all  parts  of  it. 

To  assist  him  he  has  a  corporal  and  four  men  of 
his  own  corps,  their  specific  duty  being  to  look  after 
the  water  supplies;  he  draws  from  the  battalion  a  lance- 
corporal,  a  driver  for  the  small  cart  in  which  he  carries 
about  his  aid-post  outfit,  and  from  each  half-company 
one  man  whose  spcscitic  duty  i.s  sanittition.  The  unit 
also  supplies  him  with  men  to  act  as  stretcher-bearers  ia 
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Kio.  4.— Ulevation  of  the  regimental  aid  post  shown  in  Fig,  3. 
Tiers  (s. p.)  for  stretchers  foriiatients  are  seen  on  the  left  (one  in 
position),  and  the  ,\I.O.'s  bunk  and  stretcher  bed  on  the  riijht. 
In  the  middle  is  a  trestle  to  sui)port  a  stretcher  while  the  ease  is 
being  dressed,  and'  near  it  a  b.nch  for  bottles  and  dressings. 
Snilicient  height  for  work  (about  6  ft.  6  in.)  is  secured  by  slightly 
deeiiening  the  trench,  inflow  of  water  being  prevented  by  a  dam 
and  snmi)  pit.  The  floor  is  concrete;  the  roof,  concrete,  sand- 
bags and  earth.    Light  is  supplied  by  acetylene  lamps. 

the  proportion  of  two  to  each  half-company,  or  sixteen  in 
all.  His  total  command  therefore  consists  of  twenty-nine 
men,  all  of  whom  lie  trains  in  stretcher-bearer  antl  first- 
aid  work,  but  otherwise  employs  as  he  finds  advisable. 
Subject  to  the  specific  duties  mentioned  he  usually  posts 
most  of  his  men  along  the  trenches  held  by  his  unit  in 
order  that  they  may  be  ready  to  attend  the  casualties 
wdien  the  cry  "  stretcher-bearers  at  the  double  "  is  passed 
from  seutry  to  sentry. 

The  medical  officer  visits  the  fire  trenches  whenever 
occasion  occurs,  and  often  merely  to  encourage  the  mea 
by  the  knowledge  that  should  they  be  wounded  skilled 
attention  is  at  hand  ;  his  assistants  are,  however,  com- 
petent in  g^linary  cases  to  a|)ply  the  first  aid  dressing 
which  every  :,uRtier  carries  inside  his  tunic;  if  feasible,  the 
wounded  man  is  then  removed  to  the  regimental  aid  post. 
Consequently,  it  is  here  that  the  medical  officer  habitually 
remains. 


I''i(i,  5. —  Oiagram  representing  a 
ueasuring  about  2  ft.  at  tlu!  bottom 
evel.  anil  aiaiut  6  ft.  6  in.  from  top 
'-step,  can  be  u-ed  as  Lli 


section  tlirougli  a  fire  trench, 
al»onL4ft.  al  the  upper  ground 
to  liottom.     The  shelf  at  the 

fonndiitiiin  for  a  stretclier  bed 


when  the  bottom  of  the  trcneli  is  tidl  of  water. 

If,  however,  the  injury  he  a  fracture  of  the  lower 
liiiih  or  oLlicr  serious  condition,  or  tlie  man  cannot  be 
briiiiglit  btick  to  the  aid  post  forthwith,  the  medical  olficer 
goes  up  to  see  that  the  necessary  steps  are  taken. 
These  will  always  include  the  jilaciiig  of  the  patient  in 
some  ))osition  in  wliicli  lie  will  he  out  of  the  way  of  the 
tighliiig  men,  wliile  if  the  trench  he  watcrltiggetl  or  the 
weather  very  rainy,  and  the  patient  helpless,  it  may  be 
necessary  tn  build  him  up  a  bed  out  of  a  stretcher  on  the 
tire-step    (l''ig,    5),    or    clsewdicre    above    the    wtiter     line. 
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protecting  him  from  cold  and  wet  by  blankets  and  a  water- 
proof ground  sheet. 

The  dilliculty  of  getting  a  case  out  of  tlie  trenches  varies 
with  its  nature,  with  the  amount  of  the  fighting  that  is 
in  progress,  ami  with  the  character  of  the  trench  loading 
from  the  place  where  the  casualty  has  occurred  to  battalion 
head  quarters.  A  plan  of  a  common  type  of  trench  is 
sliown  in  Fig.  6.     Should  the  communication  trench  have 


easy  process,  but  otherwise  it  can  only  be  carried  out  after 
nightfall  unless  the  need  for  removal  is  so  urgent  that  tho 
risk  must  be  taken  of  the  patient  and  his  bearers  all  being 
killed. 

When  the  patient  arrives  at  the  aid  post  every  care  is 
taken  to  obviate  shock  as  far  as  possible  by  the  administra- 
tion of  morphine  and  hot  drinks,  and  by  protection  from 
cold.     .A    label    is   attached    tu  the  wounded  man  briefly 


Fig.  6. — Outline  of  a  common  form  of  trench  with  traverses  pro- 
jecting to\vfti-ds  the  rear.  The  straight  parts  are  the  fire  bays.  Oo 
the  left  is  the  beginning  of  a  communication  trench.  On  the  light 
is  a  latrine  (l)  leading  out  of  a  traverse.  Many  of  the  angles  of 
such  a  trench  ai-e  worn  away. 

been  knocked  about  recently  or  be  waterlogged,  it  may 
not  be  easy  even  for  an  active  and  unloaded  man  to  get 
along  it,  and  in  the  best  of  circumstances  the  transport 
of  a  wounded  man  along  the  trenches  is  a  problem 
presenting  much  diflSculty. 

Certain  types  of  new  trench  (Fig.  7)  may  be  nowhere 
wider  than  24  in.,  while  the  average  width  of  a  fully- 
developed  trench  is  not  more  than  4  ft.  at  the  level  of 
the  shoulders,  and  its  course  is  invariably  interrupted 
by  angles  round   which  an  ordinary  stretcher  cannot  bo 


Fig.  7.— Diiigram  of  a  typeof  trencli  presenting  special  difflcnlties 
in  moving  wountltd  men  It  is  a  twin  trench  ot  which  the  front 
one  is  never  more  than  about  2  ft.  wide  and  4  ft.  6  in.  deep. 

carried  except  by  tilting.  (Figs.  8  and  9.)  Numerous 
special  stretchers  have  been  devised,  and  some  of  them 
meet  their  purpose  if  the  communication  tr^rcl.-  is  "ood, 
and  especially  if  the  trench  in  which  they  aVe  being  used 
be  an  old  one  and  the  corners  of  the  traverses  worn 
away. 

Fig.  10  is  a  diagrammatic  section  ot  another  type  of 
trencli  in  use  where  the  ground  water  level  is  sufficiently 
low  to  allow  a  depth  to  bo  given  to  the  trench  sufficient  to 
protect  from  rifle  fire  a  man  a  little  over  six  feet  high. 


riTTTTn 
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Fig.  8  —Diagram  t)  illustrate  the  diUiculty  ot  getting  a  stretcher 
round  tl:e  angles  t  f  a  irench. 

There  are,  however,  many  cases,  as  also  many  trenches, 
in  which  the  special  stretchers  are  unusable,  so  it  is 
common  for  the  problem  to  bo  solved  by  lifting  tlie  patient 
on  a  blanket  or  on  a  stretcher  over  the  parados  or  back 
wall  of  the  trench,  and  carrying  him  to  the  regimental 
aid  post  over  the  intervening  ground.  Should  the  trenches 
happen  to  lie  at  tho  top  of  an  ascent  this  is  a  relatively 


I'lG.  9.— .\  ditlicult  turn. 

describing  the  nature  of  his  injury,  and,  if  some  time 
is  likely  to  elapse  before  he  can  be  removed  out  of  the 
tiring  line  altogether,  a  dose  of  tetanus  antitoxin  is  given. 
'J'lie  medical  officer's  outfit  includes  everything  necessary 
for  such  purposes,  as  also  for  the  arrest  of  haemorrhage, 
the  splinting  ot  fractures,  and  the  antiseptic  treatment  of 
wounds ;  but  he  is  not  expected  or  desired  to  undertake 
formal  operations. 

WoriK  IN  THE  Open. 
If  the  unit  to  whicli  he  is  attached  be  taking  part  in  an 
advance,   the  dutj'  of  a  battalion  medical  officer  usually 
reijuires  him  to  wait  till  the  attack  has  been  launched.    As 


Fig.  10. — Diagranuuatic  view  of  a  section  of  a  communication 
trench  dug  in  a  part  of  tho  country  where  Iho  subsoil  water  lies  so 
low  that  only  three  lasers  of  sandb.Tgs  are  recpiired  to  secure 
protection  from  riUe  tire  for  a  ninn  a  little  over  six  feet  high.  It 
lias  a  boarded  footway  at  the  bottom,  and  the  sides  are  lined  with 
wire  netting  supported  on  spiked  staUes.  Altliongh  in  perfect 
repair,  its  dimneter  at  the  bottom  is  only  about  two  feet,  aud  at 
the  ground  level  al.out  loiu-  feet, 

soon  as  he  sees  leason  to  believe  that  his  battalion  is 
liokling  its  own.  but  that  casualties  are  occiuriiig,  he 
advances  with  his  men  and  hunts  for  a  spot  where  h»  can 
estiiblish  a  regimental  aid  post. 
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If  the  area  over  wliicli  tlie  attack  is  to  be  lauuclicd  is 
well  known  becansc  previously  occiipioil  or  successfully 
reconnoitred  by  aeroplane  or  other  observation,  the  front- 
line maps  pre[iarc(1  for  tlie  use  of  the  lieaii  quarters  of  the 
battalion  K"'"f4  w^to  action  or  occn|)ying  the  front  trenches 
may  indicate  to  the  medical  officer  where  he  is  likely  to 
find  a  f^ood  place  for  his  regimental  aid  post.  Otherwise 
he  must  trust  to  his  own  judgement  and  enterprise, 
selecting  a  dip  in  the  ground,  an  enemy  trench,  a  mine 
crater,  a  large  shell  hole,  anything  that  will  servo  to 
protect  his  wounded  from  direct  fire;  in  any  case  it  is,  if 
possible,  near  a  road,  lie  starts  as  soon  as  possible,  not 
only  because  his  services  are  needed,  but  also  because  the 
enemy,  as  soon  as  the  attack  has  been  launched,  is  likely 
to  try  and  cut  off  the  arrival  of  supporting  troops  by  a 
curtain  of  shell  fire. 

His  regimental  aid-post  having  been  established,  and 
any  iiatients  that  had  been  brought  to  it  having  been  duly 
treated,  the  M.O.  probably  goes  to  see  cases  which  his 
orderlies  have  found,  but  have  not  been  able  to  move,  or  to 
which  his  attention  is  otherwise  attracted.  For  these  he 
does  what  he  can,  and  if  they  cannot  be  moved  to  the 
regimental  aid-post  on  account  of  their  condition  or  the 
heaviness  of  the  fighting,  he  tries  to  collect  them  into 
groups,  so  that  they  can,  be 
found  again  easily  and  moved 
later  on.  If  the  area  over 
which  his  battalion  has  been 
■fighting  is  extensive,  he 
perhaps  leaves  an  orderly  iu 
charge  of  the  larger  groups. 
The  whole  of  this  work  is 
highly  dangerous,  since,  apart 
from  being  done  under  rilie 
fire,  the  artillery  fire  intended 
to  prevent  the  arrival  of  sup- 
porting troops  often  affects  the 
neighbourhood  in  which  the 
M.O.  and  his  men  are  neces- 
sarily working. 

Of  the  men  who  are  not 
■so  seriously  wounded  as  to  I  e 
unable  to  walk,  a  good  many 
probably    find    their   way 

straight     to     the     rear     after       L,_^„      -  » 

.applying  their  own  field  dress-        fjo.  ii.^ioi.uiuice  to  ii.ivanci;. 
ings  or   getting   them   applied  of  a  partly  r 

by  a  comrade.     Others  make 

their  way  to  the  regimental  aid  post,  and  there  they 
remain  with  the  stretcher  cases  imtil  their  wounds 
have  been  dressed  and  the  firing  slackens  sufficiently  to 
enable  them  to  make  their  way  to  the  rear. 

The  stretcher  cases  remain  until  ambulances  come  up 
to  fetch  them,  and  unless  the  fighting  is  very  heavy  this 
process  of  evacuation  will  begin  very  shortly  after  the 
action  itself;  otherwise  it  is  likely  to  be  deferred  until 
nightfall,  when  in  any  case  a  search  will  be  made  of  the 
area  over  which  the  battalion  has  been  fighting. 


Fl  r-:LD  AMBUL.WCES. 

The  medical  unit  lying  next  behind  a  regimental  aid 
post  is  one  of  tlujse  whose  functions,  though  not  necessarily 
their  organization,  have  been  cousideiably  augmented  or 
otherwise  varied  since  the  war  began,  in  accordance  with 
local  requirements. 

(Originally  its  main  duty  was  to  relieve  of  their  sick  and 
wounded  the  regimental  aid  posts,  helping  them  also  to 
clear  the  field  at  nightfall  or  whenever  there  was  a  pause' 
iu  the  battle,  and  treating  the  cases  until  it  was  possible 
to  send  them  to  treatment  centres  well  away  from  the 
front,  it  had  to  si>rv<!  in  this  way  siuudtaneously  three  or 
four  bittalions,  all  presumed  to  be  in  .action  on  an  ex- 
tended front,  and  the  better  to  fit  it  for  this  work  a  fii'ld 
ambulance  was  made  divisible  into  threi!  sections,  each 
<;ai)able  of  acting  independently,  and  eaedi  again  divisible 
into  a  strelcher  bearer  subdivisio)!  foi'  collecting  the 
wounded  and  a  tent  subdivision  for  trc^atmeut  of  the 
patients. 

In  S(;veral  of  tlu;  localities  in  which  the  liritish  army 
has  been  fighting  during  the  last  three  years  field  ambu- 
liiiu'cs  have,  no  doubt,  been  working  on  this  plan,  hut  in 
J''rauc(!  the  conditions  have  nec(>ssitated  a  modification  of 
thi'ir  work  and   also   to  some  extent  of   their  coustilution. 


Each  remains  diviiiibln  iih  befoie.  and  eanti  atiil  Tinss<'Saea  ten 
vehicles  for  the  couvb^iiQCO  of  wontidecl,  but  ueten  of  tlesc 
are  now  motor  ambulance  cars,  replacing  .seven,  horse- 
drawn  auibulanc(!  wagons,  and  of  the  nine  original  medical 
officers  one  has  been  withdrawn.  Furthermore,  though 
every  A.D.M.S.  (senior  officer  of  a  division)  still  has  three 
field  andjulances  under  liis  direct  command  for  the  work 
of  Ills  division,  and  each  of  these  retains  its  capacity  to 
work  as  an  independent  unit,  he  sometimes  combines  forces 
with  the  A.D..M.S.  of  another  division,  or  the  field  ambu- 
lances of  all  the  divisions  of  an  army  corps  are  iu  effect 
massed. 

The  duties  they  collectively  perform  are  now  practically 
as  follows  : 

1.  To  collect  the  sick  and  wounded  from  battalions, 
whether  these  be  actually  fighting,  serving  as  supports,  or 
temporarily  resting  out  of  the  line. 

2.  To  decide  what  cases  must  be  evacuated,  and  what 
shall  be  treated  at  the  front. 

3.  To  provide  permanent  treatment  for  those  who  fail  to 
pass  through  the  filter  thus  established,  and  for  the  rest 
temporary  treatment  pending  evacuation. 

4.  To  pursue  a  like  cour.se  in  resjject  of  local  sick,  that  is 
to  say,  cases  of  illness  or  injury  arising  amongst  the  large 

number  of  men  wdio  never 
take  part  in  the  actual  fight- 
ing, but  who.se  presence  just 
iu  the  rear  of  the  fighting  line 
is  essential  to  military  opera- 
tions. 

5.  To  provide  for  the 
cleansing  at  frequent  in- 
tervals of  the  persons  of  the 
men,  the  ridding  of  their 
clothes  from  vermin,  and  their 
disinfection  when  epidemic 
disease  is  in  question. 

6.  To  fill  any  gaps  in  the 
medical  establishments  of 
regiments,  and  to  train 
medical  officers  and  men  for 
this  work  by  sending  thera 
lor  a  time  to  the  battalions 
to  see  how  regimental  work 
is  done. 

7.  To  provide  temporary 
assistance  when  needed  to 
casualty      clearing      stations 

which   the     divisional   field 


^..mikA:.,^iM3£ 


il  dressing,'  station   in    tlie   cellar 
uinod  lioiise 


belonging    to    the   army    of 
ambulances  form  part. 

8.  To  establish  advanced  operating  stations  for  imme- 
diate emergeucj'  operations,  such  as  those  required  in 
cases  of  abdominal  wounds. 

9.  To  supplement  ^he  sanitary  work  of  battalion  medical 
officei's  when  the  battalions  concerned  are  located  in  places 
which  are  out  of  the  fighting  line  but  not  in  direct  charge 
of  the  sanitary  staffs  of  the  army  of  which  the  battalions 
form  part. 

10.  To  do  for  divisions  and  corps  any  work  for  wdiich 
provision  has  not  yet  been  made  by  the  army,  and  which 
rcMjuires  for  its  |)erformance  the  kind  of  scientific  know- 
ledge medical  oilicers  commonly  possess. 

It  may  be  said,  in  short,  of  the  British  armies  in  France 
that  their  fielil  ambulances  aie  the  medical  bonne  a  tout 
fairr  of  the  front. 

No  single  field  ambulance  ever  undertakes  simultaneously 
all  the  duties  nuintioned,  and  the  way  in  which  they  are 
allocated  varies;  for  the  environment  of  the  divisions  are 
not  identical,  and  the  senior  medical  officer  of  each  of 
the  armies  and  corps  on  the  Western  front  (subject  to 
oiders  from  a  higher  authority)  exercises  his  discretion  as 
to  the  fashion  in  which  he  provides  for  the  aggregate 
medical  requirements  of  the  troops  in  his  charge.  The 
experiences  of  field  ambulance  medical  officers  are  there- 
fdiv  liable  to  differ,  more  especially  if  the  period  over 
which  they  are  compared  is  relatively  short.  Commonly, 
whatever  duties  have  to  he  performed  ai'c  taken  in  turn  by 
each  field  ambnltince  available,  the  period  for  which  it 
reiiiiiiiis  employed  thereon  varying  according  to  circuni- 
stamt.'S. 

ir  it  division  is  engaged  in  an  .active  part  of  the  line 
its  (ivaciuition  woi'k  is  usually  sufficient  to  occupy  tlie 
atl-entiou  of  all  its  field  ambulances,  and  the  same  is 
true  of  thos.:  of  a  corps   wlieii   this   is   taking   part  in   an 
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advance  or  definite  battle.  In  such  oases  the  other 
duties  are  assigned  to  tlie  ambulances  of  reserve  or  other 
divisions. 

In  trench  warfare  each  division  engaged  generally  makes 
its  own  arrangements  for  evacuation,  tlio  aiiibulaucts 
belonging  to  it  sometimes  acting  as  independent  units, 
sometimes  pooling  their  resources. 


The  Advanced  Dressin(;  Station. 

A  section  of  the  officers  and  men  available  is  pushed 
up  to  form  an  advanced  dress- 
ing station  at  some  place 
within  easy  reach  of  the 
regimental  aid  posts  of  the 
battalions  in  action.  They 
choose  a  place  on  or  close 
to  a  road,  so  that  the  patients 
brought  down  from  the  bat- 
talion aid  posts  can  be  sent 
back  rapidly  from  the  ad- 
vanced dressing  station  in 
wheeled  vehicles  to  the  place 
where  the  field  ambulance 
head  (juarters  or  main  dress- 
ing station  has  been  estab- 
lished. 

Tiie  advanced  dressing  sta- 
tion is  always  e.\posed  to 
artillery  fire,  and  though  some- 
times tlie  crypt    or   cellar    of 

a  still  standing  but  more  or  less  wrecked  building,  such 
as  a  church  or  large  school,  may  be  available  (Fig.  11)  its 
liabitation  is,  as  a  rule,  m?rely  an  enlarged  edition  of  a 
regimental  aid  post.  (Figs.  12  and  13.)  Its  equipment 
and  organization  likewise  resemble  that  of  a  regimental 
aid  post,  but  is  lai-ger,  because  an  advanced  dressing  station 
is  rarely  in  touch  with  less  than  four  regimental  aid  posts. 
To  these  it  sends,  as  often  as  required,  sufficient  stretcher 
bearers  to  clear  them  of  waiting  cases,  and  if  any  consider- 
able number  of  men  have  been  left  in  the  trenches  till 
nightfall,  it  helps  to  remove  them,  and  retains  them  till 
they  are  tit  to  be  sent  further  towards  the  rear. 

The  way  in  which  it  brings  down  its  patients  varies  in 
dififerent  parts  of  the  line  and  according  to  the  amount 
of  fighting  in  progress.  Home- 
times  patients  arc  hand- 
carried  all  the  way  down 
through  a  winding  comiimni- 
cation  trench  a  mile  or  more 
long.  Sometimes  they  are 
carried  straight  across 
country,  thongh  the  latter  is 
possible  only  at  night  or 
when  the  ground  traversed  is 
dead  ground — that  is,  an  area 
which  cannot  be  reached  by 
rifle  fire,  and  not  too  much 
liarapered  by  wire  entangle- 
ments. Tliere  are  also  a  few 
places  in  which  the  trenches 
have  an  overhead  tram-rail, 
and  the  wounded  men  can 
be  transported  on  a  special 
ambulance  trolley  suspended 
from  it  (Fig.  14),  and  many 
areas  are  provided  with  tram- 
lines along  which  run  for  the 
greater  part  of  the  distance 
to  be  traversed  small  lorries 
capable  of  carrying  two  or 
four  patients.  There  are 
others  at  which  it  is  possible  for  the  advanced  dress- 
ing station  to  clear  some  at  least  of  its  battalion  aid 
posts  by  sending  up  a  horse  ambulance.  The  means 
most  commonly  employed,  however,  is  a  wheeled 
carrier,  of  which  several  types  are  shown  in  Figs.  15 
and  16. 

Once  arrived  at  the  advanced  dressing  station  the 
patients  are  rested,  fed  and  dressed,  if  necessary,  and 
otherwise  prepared  to  continue  their  joiuney,  which  in 
most  cases  will  commence  as  .soon  as  ambulance  ears  or 
■wagons  arrive  from  the  field  ambulance  head  quarters  or 
main  dressing  station  to  fetch  them. 


Advanced  Operaliiif/  Station. 
Commonly  it  is  only  by  niglit  tliat  an  advanced  dressing 
station  can  clear  the  regimental  aid  posts  with  which  it  is 
in  touch.  In  the  case  of  an  abdominal  wound,  however, 
consiilerations  of  risk  from  rifie  and  shell  fire  are  set 
aside  both  at  the  regimental  aid  post  and  the  advanced 
dressing  station,  and  tlie  patient  is  got  down  forthwith 
and  sent  to  the  rear  in  a  special  ambulance  car,  kept,  if 
possible,  for  this  purpose  in  a  dugout  near  the  advanced 
thessing  station,  or  summoned  from  the  main  dressing 
station   or    ambulance    head    quarters    by    telephone    or 

messenger.  Tlie  patient  goes 
not  to  the  main  dressing 
station,  hut  either  straight 
to  a  casualty  clearing  station 
or  to  a  field  ambulance  unit 
sj)eeiaUy  arranged  for  the  in- 
stant performance  of  laparo- 
tomies, etc.  Such  a  unit  is 
called  a  corps  or  advanced 
operating  station,  and  is  estab- 
lished whenever  the  placing 
pE  a  casualty  clearing  station 
within  suitable  distance  of 
the  part  of  the  line  concerned 
is  likely  to  be  delayed. 


Fig.  12.  —  Diagram,  drawu  from  memory,  of  the  entrance 
end  of  a  small  "tube"  above-ground  advanced  dressing 
station.  It  is  built  of  curved  slioets  of  corrugated  steel 
surrounded  by  sandbags  and  earth,  etc. 


i'Ui.  13.— Leading  down  to  a  dressing  station  30  ft.  under 
the  surface. 


Varijing  Conditions. 
The  ambulance  vehicles 
serving  the  advanced  dressing 
stations  almost  always  have  to  traverse  roads  exposed  to 
shell  fire,  if  not  to  rifle  fire,  and  efforts  are  made  in  various 
ways  to  protect  their  occupants  from  further  injury. 
When  only  trench  warfare  ojiorations  are  in  progress  most 
of  the  work  is  Gone  under  cover  of  nightfall,  though  the 
depth  of  the  darkness  may  be  disclosed  from  time  to  time 
by  the  flashing  of  guns,  bursting  of  shells,  and  the  soaring 
of  rockets.  The  ambulance  transport  which  comes  up  to 
fetch  the  patients  approaches  and  leaves  the  advanced 
dressing  stations,  as  it  were,  stealthily ;  and,  after  any- 
thing like  a  quiet  day,  two  or  three  trips  at  most  may 
complete  the  v/hole  evacuation. 

When,  however,  the  division  or  corps  is  taking  part  in 
an  advance  or  definite  battle  the  reverse  is  the  case.    Hour 

after  hour  and  soujetimes 
for  weeks  there  is  a  constant 
inflow  of  stretcher-borne  men, 
and  ambulance  vehicles  con- 
tinually arrive  to  carry  away 
the  patients  who  have  re- 
ceived the  attention  they  re- 
quire; on  these  occasions  the 
only  precautions  taken  are  to 
keep  at  a  sufiicient  distance 
apart  so  that  no  single  shell' 
shall  have  the  chance  of  de- 
stroying two  ears,  and  to 
travel  sufficiently  slowly  to 
avoid  jolting  the  injured 
more  than  is  inevitable  on 
the  shell-pitted  roads.  It 
is  commonly  not  until  the 
battle  has  commenced  that 
an  advanced  dressing  station 
can  take  up  its  ijositioc, 
though  the  site  may  have 
been  chosen  in  advance. 
As  it  must  always  be  on 
a  road,  so  as  to  ensure  rajaid 
evacuation  yet  never  run 
the  risk  of  impeding  the 
military  work  in  progress,  the  choice  is  often  very  limited. 
More  likely  than  not  it  will  be  in  a  deserted  trench  or 
enemy  dug  out,  but  it  is  always  contrived  so  that  the 
incoming  and  outgoing  streams  of  wounded  shall  not  meet, 
and  that  the  more  serious  cases  can  be  dressid  separately 
from  those  that  are  slight.  Provision  is  also  made  for 
ca.ses  which  may  have  to  be  kept  for  some  little  time  on 
account  of  their  condition,  and  for  protecting  them  from 
gas  attacks. 

Divisional  Cidlecliny  Post. 
The  majority  of  cases  with  which  it  deals  are  "  lyers" 
— that   is  to   say,   men  who  leach  it  on  stretchers.     The 
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■■walkers" — that  is  to  say,  men  who  can  find  tlieii'  own 
way  to  the  rear — are  nsually  shephenled  off  by  patrols  in 
advance  of  the  dressiufi  station  to  another  lielti  anibulanco 
station  known  as  the  divisional  collecting  post,  established 
when  a  big  advance  is  in  progress. 

If  the  area  over  which  the  corps  is  fighting  is  wide,  it 
usually  establishes  two  advanced 
dressing  stations  and  two 
divisional  collecting  posts  in 
different  parts  of  the  field.  The 
field  andnilance  medical  officers 
at  its  disposition  may  be  suffi- 
cient for  this  i)urpose,  but  in 
respect  of  stretcher-bearers  it  is 
always  short-handed  if  the  light- 
ing be  really  lieavy,  eonsecpiLnlly 
on  these  occasions  its  own 
stretcher-bearers  are  reinforced 
from  various  sources. 

If  tlie  troops  in  action  are 
very  successful  and  make  a 
prolonged  advance,  an  advanced 
dressing  station  maj'  no  sooner 
have  established  itself  to  its  own 
satisfaction  than  it  has  to  make 
a  fresh  move  to  get  into  close 
touch  with  the  regimental  aid 
posts. 

It  will  be  obvious  from  what 
has  been  said  that  work  in  and 
around  advanced  dressing  sta- 
tions, whether  in  trench  warfare 
or  in  a  definite  battle,  is  attended 
by  considerable  risk.  Tlie  fact 
that  it  is  often  exceedingly 
laborious  may  not  be  so  apparent.  If  the  lighting  is  at 
all  heavy,  the  work  as  a  whole  continues  without  pause 
for  mai;y  hours  ;  and  while  the  carriage  of  a  full-grown 
man  over  a  mile  or  so  of  rougli  ground  is  never  a  light 
task,  it  becomes  al)solutely  exhausting  when  at  each  step 
the  bearers  have  to  drag  their  feet  out  of  thick  mud,  and 
when  their  clothes,  like  those  of  the  patient,  are  soaked 
with  rain. 

The   Main  Dkessin'g  Station. 

The  main  dressing  station  is  formed  by  the  head 
quarters  of 
the  field  am- 
balance  or 
group  of  field 
ambulances 
responsible 
for  the  main- 
tenance of  the 
advanced 
dressing  sta- 
tions. As  it 
is  liable  to 
have  to  retain 
the  sii-k  and 
wounded  sent 
down  to  it  for 
.some  little 
t  i  m  e,  it  is 
placed  suffi- 
ciently far 
behind  the 
advance  d 
dressing  sta- 
tion to  be  out 
of  range  of 
any  but  lu^avy 
artillery  tire. 

The  exact 
nature  nf  its 
work  depeiKis 
a     good     deal 

on  loc:al  circumstiuices,  including  the  char.icter  of  the 
lighting  in  |)rogress.  S<nnetinies  it  contines  itself  mainly 
to  adiiiinistr,-i,ti\e  work  that  is  to  say,  to  ('lassifying  tlu^ 
I'iises  that  arrive,  and  distributing  them  for  tr<'atnient 
aci'oi'ding  to  their  i-('i|uirenu'nts  among  subsections  formed 
bv  it-ielf  iir  (ith(!r  units  with  which  it  is  cdunrctcil ;  soim^ 
times  it  ('(jmbiues  this  wcirk  with  actual  tri'aliiicut. 
Iliiwever    this    may    be,    it   always   arranges    to    rest,    dry. 


Ile>'  for  l)iiii-;,ii^  tlie  wounded 
liu  lruln;lii-s. 


warm,  and  feed  the  jiatients  that  reach  it,  and  for  giving 
them  any  surgical  attention  they  need  before  they  cau 
safely  be  sent  on  el.sewhere.  It  is  here,  too,  that  all  cases 
of  woimds  are  exaniiued  to  see  that  antitetanus  serum  has 
been  given. 

The  first  step  is  necessary  because,  despite  the  greatest 
possible  care,  the  transport  of 
a  wounded  man  from  the  place 
where  he  has  fallen  to  a  place 
as  far  back  as  a  field  ambulance 
main  dressing  station  mustalways 
be  very  trying,  oven  if  his  wound 
be  not  very  severe,  and  even  if 
his  clothes  are  not,  as  is  com- 
monly the  case,  soaked  with  rain 
and  mud.  Tlie  second  step  is 
necessary  because  in  an  advance 
the  casualties  are  certain  to  be 
numbered  by  hundreds,  and  while 
many  may  not  need  to  be  sent 
away  from  the  real  front,  opera- 
tions and  a  period  of  real  rest 
may  be  necessary  in  the  cases  of 
many  others  before  their  evacua- 
tion is  possible. 

Cases  which  reijuiro  evacua- 
tion are  sent  to  a  railhead  hos- 
pital or  casualt)'  clearing  station, 
and  whether  their  detention  at 
a  main  dressing  station  be  momen- 
tary or  prolonged  depends — as- 
suming transport  to  be  available 
— parti}'  on  their  condition  and 
partly  on  the  distance  to  be  tra- 
versed to  reach  a  railhead  hos))ital. 
For  other  cases  it  provides  sometimes  by  furnishing 
treatment  itself,  sometimes  by  sending  the  cases  on  to 
field  ambulances  or  other  medical  units  set  aside  for  tlie 
purpose  of  special  treatment.  In  every  corps  area,  for 
instance,  if  not  in  every  divisional  area,  provision  is  made 
by  the  field  ambulances  for  the  treatment  of  cases  of 
triffing  sickness  and  injury,  or  of  men  who  are  temporarily 
exhausted  or  footsore.  Special  arrangements  are  also 
made  for  the  treatment,  witliout  evacuation,  of  more  or  less 
easily  cured  skin  diseases,  such  as  scabies,  as  also  for  the 

isolation  of 
cases  of 
zymotic  dis- 
order and  of 
c  ontacts 
therewith. 
Every  army, 
^/i,:  .  too,  has  at 
its  service 
centres  which 
deal  with  eye 
c  ises,  dental 
disorders,  and 
neuroses. 

The  obiect 
throughout  is 
to  avoid  the 
u  n  n  e  e  essary 
evacuation  of 
cases  that  can 
be  treated  at 
the  front,  for 
a  soldier,  once 
evacuated,  is 
likely,  how- 
ever quick  his 
recovery,  to 
be  lost  to  his 
unit  for  a 
considerable 
time,    since 

any  iKiticnt  sent  further  to  the  rear  than  one  of  the 
treatment  centres  meiitioiud.  above  ceases  for  the  time 
being  to  belong  to  the  arjuy  in  which  ho  had  previously 
been  serving,  and  cannot  Ix^  restored  to  it  except  by 
j)assage  through  a  regulated  channel.  Kvery  patient 
evacuated  from  a  field  ambulance  has  what  is  known  as  a 
field  medical  card  substitutiil  for  his  regimental  label.  It 
contains   particulars  as   to   his   nauu'  and   army   status,   a 


s  aiul  a  nioti'i-  ainlnilaiice. 
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diagnosis  of  his  condition,  and  details  as  to  wlietlier  lie 
has  received  the  requisite  prophylactic  doses  of  tetanus 
antitoxin,  and  any  other  information  deemed  likely  to  be 
useful  to  those  who  will  subsequently  treat  him. 

The  accommodation  provided  for  a  field  ambulance  main 
dressing  station  varies  according  to  the  amount  of  work  that 
it  has  to  undertake,  and  may  be  anything  from  a  village 
school  to  a  collection  of  tents.  Such  accommodation  as  it 
possesses  is  arranged  in 
much  the  same  fashion 
as  at  an  advanced  dress- 
ing station,  but  every- 
thing is  on  a  larger  scale 
and  the  equipment  more 
elaborate.  It  is  thus  in 
a  position  to  undertake 
formal  operations,tliough 
it  usually  limits  itself 
to  those  essential  to  a 
patient's  safe  evacuation. 

The  heaviness  of  the 
■work  varies  in  propor- 
tion to  that  of  the  units 
further  up  the  line.  If 
the  latter  have  been 
hard  pressed,  many  of 
the  cases  will  reacli  the 
field  ambulance  un- 
touched except  for  their 
field  dressings,  and,  even 
if  nothing  else  be  re- 
quired, special  splints 
may  have  to  be  sub- 
stituted for  improvised 
appliances.  On  such 
occasions  each  corps 
commonly  provides  itself 
with  two  main  dressing 
stations    lying    close 

together,  but  working  independently,  one  dealing  with 
stretcher  cases,  the  other  with  "  walkers."  The  patients 
of  the  former  reach  it  in  ambulance  wagons  or  cars, 
while  those  of  the  latter  commonly  arrive  in  char-A-bancs 
which  have  been  sent  up  to  meet  them  as  far  along  the 
road  towards  the  scene  of  the  fighting  as  these  vehicles 
can  be  got.  This  varies,  for  when  a  big  action  is  in 
progress  the  traffic  on  all  available  roads  is  very  heavy, 
a  constant  stream  of  supplies  of  all  kinds  being  essential 
to  continued  fighting. 


Other  Front  Line  Wokk. 

AVhen  the  work  of  collecting  and  evacuating  the  sick 
and  wounded  is  sufficient  to  absorb  all  the  personnel  of 
the  field  ambulances  of 
a  division  or  corps,  any 
other  work  which  tliey 
have  previously  been 
performing  is  assigned 
to  those  of  divisions  not 
in  action,  or  it  is  pro 
vided  for  in  some  other 
way.  The  general  nature 
of  its  work  is  indicated 
in  the  list  given  of  the 
duties  commonly  per- 
formed by  field  am- 
bulances. When  batliing 
establishments  are  run 
as  corps  or  army  units, 
and  sometimes  even 
wlien  they  arc  run  by 
single  divisions,  the 
arrangements  always 
include  the  provision  of 
fresh  underclothing  for  every  man  who  has  taken  a 
bath. 

As  commonly  not  more  than  ton  days  elapse  between 
the  bathing  parades  of  a  battalion  most  British  soldiers 
change  their  body  linen  with  comparative  frequency,  and 
this  counts  for  a  good  deal,  not  only  in  securing  their 
comfort  but  in  ])reserving  then-  health.  The  bathing 
parades  also  afford  opportunities  for  ))icking  out  men 
suffering  from  any  form  of  skin  complaint. 


Fig.  16.— a  wheeled  stretcher,  pneumatic  tires 


Sanifaiion. 
The  general  sanitation  of  each  army  is  under  the  super- 
vision of  an  expert  attached  to  its  Director  of  Medical 
Services,  while  in  each  division  there  is  a  special  sanitary 
section,  the  officer  commanding  it  acting  as  sanitary 
expert,  and  advising  on  sanitary  matters  connected  with 
the  division  aud  its  component  battalions  and  other  units. 
Each  of  these  sanitary  sections  has  a  small  staff  of  non- 
commissioned officers  aud 
men  and  plenty  of  equip- 
ment, such  as  disiufect- 
ing  machines,  which 
accompany  the  division 
wherever  it  goes,  while 
incinerators  and  the  like 
are  rapidly  constructed 
the  momeut  it  settles 
down. 

Battalion  medical 
officers  draw  their  sup- 
plies of  drugs,  dressings, 
etc.,  from  the  field  am- 
bulances connected  with 
them,  and  these  in  their 
turn  from  the  advanced 
depots  of  medical  stores, 
one  or  more  of  which  is 
to  be  found  in  every  army 
area. 


MOTOK  AMBULANCE 
CONVOYS. 
The  field  ambulances 
are  responsible  for  the 
transport  of  sick  and 
wounded  from  the  ad- 
vanced dressiug  stations 
to  the  main  dressing 
stations,  and  also,  but  only  when  working  in  reserve 
or  resting  troop  areas,  for  the  conveyance  of  sick  to 
the  casualty  clearing  stations.  The  vehicles  at  their 
disposal  suffice  for  these  purposes,  though  it 
necessary  to  supplement  them.  Should  the 
be    heavy    and    the    casualties    numerous,   they 


may  be 
fighting 
are  not 
intended  to  transport  patients  from  the  main  dress- 
ing stations  to  the  casualty  clearing  stations.  This 
is  the  work  of  the  medical  transport  units,  called  motor 
ambulance  convoys,  one  of  which  is  allotted  to  every 
army  corps  (Fig.  17).  It  also  carries  to  the  ambulance 
trains  the  evacuable  patients  of  any  advanced  hospitals 
which  do  not  lie  immediately  alongside  a  railway  line. 
They  are  also  employed,  should  pressure  on  the  work  of 
the  ambulance  trains  be  severe,  in  evacuating  cases  from 

the  casualty  clearing 
stations  to  the  base  hos- 
pitals by  road,  and  some- 
times to  transport  indi- 
vidual patients  whose 
early  arrival  at  a  base 
is  thought  advisable,  and 
who  can  be  got  there 
more  promptly  by  road 
than  if  detained  for  the 
arrival  of  a  hospital  train. 
Each  convoy  consists 
of  fifty  vehicles,  usually 
divided  into  two  large 
and  one  small  section. 
The  latter  is  commonly 
employed  solely  for  train 
embarkation,  aud  is  then 
attached  to  one  of  the 
grou|)  of  casualty  clear- 
ing stations,  and  works 
under  the  orders  of  its  commanding  officer.  The  other 
two  sections  are  each  under  the  control  of  a  motor 
convoy  medical  officer,  who  is  personally  responsible 
for  the  safe  delivery  of  all  patients  loaded  on  the 
ambulance  cars  in  his  charge.  Whenever  possible  he 
accompanies  his  section  personally,  not  only  because  his 
attention  may  be  reipiired  by  a  patient,  but  also  in  order 
to  regulate  the  travelling  pace.  Within  limits  it  is 
desirable  that  cop.voys  should  get  over  the  ground  quickly, 


Motor  auibulunce  convoy  parked  in  a  vilhu^e. 
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and  when  voails  are  crowdeil  by  anmiuiiitiuii  ami  t^tueial 
sniijily  lorties,  all  anxious  to  complete  their  duties  without 
loss  of  time,  the  presence  of  an  otlieei'  with  the  ambulance 
convoy  section  ensures  it  a  freer  passage  than  it  mii^lit 
otherwise  obtain.  On  the  other  hand,  there  may  be 
certain  patients  for  whom  a  slow  travellini^  pace  is  desir- 
able througliout,  unless  the  surface  of  the  roads  prove  ex- 
cellent—a matter  about  which  there  is  always  vmcertainty. 

Each  motor  ambulance  Ciir  can  carry  six  oreif^lit  patients 
sitting  up,  or  four  lying  down.  To  neutralise  the  tendency 
to  shock  exhibited  by  so  many  wounded  men  the  vehicles 
are  now  generally  heated  automatically  by  tiie  exhausts 
(Fig.  18),  and  are  also  provided  with  hot-w'atcr  bottles. 

The  motor  ambulance  convoys  are  an  outcome  of  the 
ciriumstances  of  the  war  in  France,  and  an  example  of 
the  ingenuity  of  the  Koyal  Army  Medical  Corps  in 
promptly  adapting  its  arrangements  to  the  needs  from 
time  to  time  arising.  J5efore  the  war  the  Uoyal  Army 
Medical  Corps,  in  common  with  the  medical  services  of 
the  arnnes  of  all  otlun-  countries,  had  to  dejiend  for  the 
transp  rt  of  casualties  between  advanced  formations  such 
as  lield  and)ulances,  and  rearward  unitsj  such  as  railhead 
hos|iitals,  on  the  use  of  supply  wagons  going  back  empty 
to  the  rear.  It  was  the  only  arrangement  feasible  at  the 
time,  and  though  admittedly  far  from  ideal^  was  suitable 
enough  for  the  small  wars 
in  more  or  less  uncivilized 
countries  to  which  Great 
Britain  liad  been  accustomed, 
and  not  involving  any  very 
large  number  of  casualties. 

The  experience,  however, 
of  a  few  engagements  at  the 
beginning  of  the  war  showed 
the  JJirector  of  Medical 
Services  of  the  original 
Expeditionary  Force  (Sir  T. 
Woodliouse)  that  the  means 
in  (juestion  would  not  suRice 
for  his  needs,  wlule  at  the 
same  time  he  found  that, 
in  the  removal  of  patients 
capable  of  sitting  u)),  ordi- 
nary touring  cars,  of  which 
offers  wer(!  made  to  him  by 
various  French  and  other 
residents  in  Paris,  could  be 
of  real  assistance.  After 
some  of  these  had  been 
fitted  with  bodies  very  like 
those  now  used  in  all 
motor  ambulance  work,  and 
others  had  been  sent  out  from 
home,  he  arranged  two  e.x- 
)>erimental  convoys,  which 
began   to    work  between  tlie 

Aisne  and  Paris  in  the  first  days  of  ()ctoI)er,  1914.  This 
experiment  having  proved  that  motor  andnilances  could 
be  use<l  with  safety  for  long,  rapid  transport  and  over 
cobbled  roads,  and  not  only  for  short  journeys  in  cities 
and  suburbs,  as  had  previously  been  suppo.sed,  the  Direclor- 
General  of  Medical  Services  (Sir  .Vrtliur  Sloggett)  on  liis 
arrival  in  I'" ranee  at  the  end  of  October  decided  to  adopt 
motor  and)ulance  convoys  as  a  definite  eoniponent  of  the 
arrangements  of  the  Koyal  Army  Jledical  Corps  in  France. 
It  was  a  decision  of  whose  wisdom  convincing  evidence 
was    ijuickly    forthconnng. 

CASUALTY  CLFAKINO  STATIONS. 
The   railhead   hospital  or  casualty  clearing  station   may 
theoretically  be  described  in  several  ways. 

1.  As  the  administrative  junction  between  the  lowcn- 
limit  of  the  collecting  zone,  or  front  with  the  upper  limit 
of  the  eva<uuiting  zon(!  or  lines  of  comnmnications. 

2.  .As  the  focal  ]ioint  to  wducli  converge  all  roads  l(!ading 
from  the  front,  and  from  which  diverge  all  roads  leading 
to  the  base. 

3.  .\s  the  spot  where  roail  transport  ends  and  railway  or 
analogous  transport  begins. 

4.  .\s  llu!  place  wheie  all  casualties  eoUecteil  from  m.ain 
dressing  stations  are  deposited  until  the  moment  comes 
for  their  transnort  through  the  evacuating  zone  to  the 
base  or  distributing  zone. 


In  practice  the  casualty  clearing  stations  justify  all  four 
definitions  more  or  less  jirecisily,  but  the  fact  is  rather 
obscured  by  their  multiplicity  and  the  great  length  of  the 
front.  It  will  be  found,  however,  that  whatever  may  be 
the  position  of  a  given  casualty  clearing  station  there  are 
always  roads  that  lead  to  it  from  the  front,  and  that,  how- 
ever far  beyond  the  general  level  of  tlie  evacuating  zone 
it  may  seem  to  lie,  it  preserves  its  theoretical  relation 
thereto,  because  a  tongue  or  s[iur  lias  been  thrust  up  to 
meet  it. 

Sklkction  of  SlTK. 
Two  of  tlie  essentials  in  the  selection  of  a  site  for  a 
casualty  clearing  station  are  read}'  access  frcnn  the  front 
for  motor  conwjj's  and  free  commuuication  with  the  base 
by  ambulance  trains.  A  third  is  plenty  of  room  for  the 
necessary  tents  or  huts,  a  free  water  supply,  and  safety 
from  any  but  extreme  range  artillery  tire.  To  find  a  suit- 
able site  is  often  ditlicult.  .Adequate  room  and  protection 
from  artillery  tire  are  generally  easy  to  secure,  and  water 
can  be  piped  from  a  considerable  ilistauee,  but  to  find  a 
place  which,  besides  being  suitable  in  other  respects,  is 
readily  accessible  by  road  from  the  main  dressing  stations 
concerned,  and  lends  itself  to  evacuation  to  the  base  by 
train,  is  much  more  difficult.  It  is  a  problem,  in  fact, 
which   can   often   be    solved   only    by    running   a   special 

branch  railway  up  to  the  pro- 
posed site,  or  by  choosing  a 
site  which  is  on  an  e.xisting 
railway  but  at  a  considerable 
distance  from  the  main  dress- 
ing stations  that  have  to  b© 
cleared. 

The  first  plan  involves 
heavy  ex|)enditure  of  time 
and  labour,  and  is  usually 
adopted  only  wdien  later  on 
the  site  may  be  useful  for 
some  other  purpose,  or  when 
the  branch  line  can  be  made 
to  serve  more  than  one  end. 

The  second  solution  is 
therefore  tlic  commoner,  but 
it  is  to  bo  remembered  that 
accessibility  and  shortness  of 
distance  as  the  crow  flies  are 
not  interchangeable  terms. 
The  old  proverb,  "  The  longest 
way  round  is  the  shortest 
way  home,"  has  a  particular 
application  to  the  transport 
of  wounded  men.  Once  a 
man  is  in  a  well  sprung 
]>neumatic- tyred  ambulance 
car  the  exact  distance  that  he 
travels  is  of  less  importance 
than  the  character  of  the 
roads  over  wdiich  he  is  borne.  Hence,  independently  of 
all  other  considerations,  a  site  which  communicates  witll 
the  front  by  good  roads  is  always  to  be  |u-eferred,  even  if 
the  distance  to  be  traversed  be  treble,  to  one  which  can  be 
reached  only  by  lanes  and  cart  tracks. 

This  is  oiie  reason  wdiy  the  casualty  clearing  stations  as 
a  w  hole  are  distributed  irregularly  in  regard  to  their  dis- 
tance from  the  main  dressing  stations  they  serve.  The 
same  reason  also  helps  to  attcount  for  the  differences  in 
the  habitations  of  casualty  clearing  stations.  Some  are  in 
permanent  buildings  in  towns  or  villages,  some  in  huts  far 
away  from  all  other  buildings:  otliin-s  in  huts  and  tent- 
marquees,  others  in  tent  mariiuees  alone.  The  completely 
tented  casualty  clearing  stations  are  usually  found  to  bo  in 
the  new  parts  of  the  line.  As  they  settle  down  they 
acquire  luits  for  operating  theatres  and  aihniuistrative 
])urposes,  and  if,  later  on,  w  hen  the  line  moves  forward, 
the  sites  that  they  occupy  are  likely  to  prove  suitable  for 
stationary  hospitals,  all  the  tents  are  replaced  by  huts. 

TuK  FuNi'rioNs  Of  a  Casi-aliv  Clkakino  Station. 
A  casualtv  clearing  station  is  in  principle  a  mobile  unit, 
sinc(^  it  must  idways  keep  within  reasonable  distance  of 
the  main  dressing  stations;  and  therefore  be  prepared  to 
iiiov(^  wdien  theses  are  moved,  in  conformity  with  any  change 
in  the  tactical  situaticni  of  the  tioops  thi'y  serve.  I'riinarily 
it  is  an  evacuiiting  unit,  aiul  only  intended  to  act  as  a  bos- 
[lital  so  long  as   it   is  fort'cd  by  circumstances  to  retain   its 
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patients,  and  it  was  probably  in  order  to  keep  its  status 
■well  in  the  foregrouud  that  not  long  after  the  war  began 
the  title  "casualty  clearing  station"  was  substituted  for 
the  original  term  "  clearing  hospital."  P'or  a  corresponding 
reason  every  casualty  clearing  station  is  provided  with 
three  lorries  of  sufficient  size  to  transport  at  a  moment's 
notice  all  the  equipment  that  strictly  speaking  it  is  entitled 
to  possess. 

But  however  thoroughly  casualty  clearing  stations  may 
justify  the  suggestion  of  their  title,  they  always  go  a  good 
deal  beyond  it;  for  their  functions  and  personnel  liave 
been  adapted  to  existing  circumstances  by  the  D.G.M.S.  in 
France.  Hence  they  are  no  longer  mere  stations  but  real 
hospitals,  despite  the  fact  that  some  are  only  about  six 
miles  from  the  fighting  line,  and  few  lie  further  off  than 
double  that  distance.  The  patients  are  nursed  by  trained 
women  nurses ;  ordinary  hospital  beds  are  provided  for  the 
more  serious  cases;  the  operating  theatres  have  usually 
four  operating  tables,  are  equipped  with  electric  light,  and 
tlie  appliances  familiar  in  the  hospitals  of  large  towns; 
and  while  some  have  x-ray  annexes  of  their  own,  all 
have  at  their  command  tlie  services  of  travelling  .t-ray 
outfits,  and  clinical  laboratory  work  is  done  for  tham 
by  the  mobile  laboratories  which  are  commonly  to  be 
found  in  their  neighbourhood. 

When  a  casualty  clearing  station  has  been  established 
for  some  little  time,  the  chief  differences  between  it  and  a 
base  hospital  are  attributable  to  the  diversity  of  duties  that 
the  casualty  clearing  station  has  to  fulfil.  In  addition  to 
acting  as  a  true  hospital  for  a  short  or  long  period,  it  must 
always  be  ready  to  operate  on  a  very  large  number  of 
patients,  and  to  evacuate  forthwith  those  that  can  safely 
be  moved,  and  must  also  be  able  rapidly  to  prepare  for 
immediate  evacuation  a  very  much  larger  number  of 
slight  cases.  It  must  also  be  ready  suddenly  to  receive 
and  accommodate  in  one  fashion  or  another  an  almost 
unlimited  number  of  sick  and  wounded.  Consequently,  in 
addition  to  whatever  accommodation  in  the  way  of 
actual  beds  it  may  possess,  it  must  provide  also  : 

1.  Tents  in  which  men  lying  on  stretchers  can  be  kept 
under  cover,  and  receive  what  they  require  in  the  way  of 
food,  warmth,  and  surgical  attention. 

2.  Accommodation  for  classifying  the  cases  that  arrive 
according  to  whether  they  must  undergo  operations  under 
an  anaesthetic,  or  merely  require  some  such  attention  as 
the  redressing  of  a  wound  or  the  replacing  of  a  splint. 

3.  Accommodation  for  men  who  have  received  all  the 
attentions  they  need,  and  are  merely  waiting  to  be  loaded 
on  the  train. 

4.  Accommodation  for  the  performance  of  minor  surgery. 

The  Working  of  a  Casualty  Clkaring  Station. 

There  are  considerable  differences  in  the  way  different 
casualty  clearing  stations  meet  these  needs,  hut  in  regard 
to  definite  operations  the  general  practice  is  to  provide 
sufficient  accommodation  and  personnel  for  the  per- 
formance of  at  least  four  operations  simultaneously  and 
continuously  for  an  unlimited  number  of  hours  or  days. 
Even  when  a  battle  is  in  progress,  of  the  wounded  men 
who  arrive  at  the  casualty  clearing  station  at  least 
10  per  cent,  must  visit  the  operating  theatre  before  they 
can  be  sent  to  the  base  hospitals. 

In  regard  to  other  matters  the  general  procedure  is 
usually  as  follows :  As  soon  as  a  convoy  arrives  the 
patients  are  all  offloaded  promptly  so  that  the  ambu- 
lance shall  not  be  detained.  They  are  carried  into  a 
distributing  room,  where,  while  a  clerk  takes  down  par- 
ticulars of  his  army  status,  etc.,  a  medical  officer  de- 
cides to  what  class  of  case  each  patient  belongs,  being 
guided  in  this  matter  partly  by  his  condition,  partly  by 
what  is  stated  on  his  field  medical  card. 

Thus,  for  instance.  A,  who  has  an  abdominal  wound,  is 
sent  straight  to  the  operation-theatre  preparation  room. 
So,  too,  is  B,  who  has  a  wound  of  the  head  and  is  insen- 
sible. C,  who  has  a  wound  of  the  thigh,  is  sent  to  the 
stretcher  case  dressing-room  ;  but  D,  who  has  an  apparently 
corresponding  wound,  is  for  some  reason  in  a  state  of 
profound  collapse,  and  is  therefore  sent  to  the  observation 
ward.  E  has  a  perforating  wound  of  the  upper  thorax, 
and  is  sent  to  the  chest  ward ;  while  F,  who  has  a  flesh 
wound  of  the  shoulder,  is  sent  to  the  walking  case 
dressing  room. 

When  A  arrives  in  the  preparation  room  all  his  clothes 
are  removed,  and  he  is  got  ready  for  a  laparotomy,  which 


takes  place  as  soon  as  a  table  in  the  theatre  is  free. 
B,  in  addition  to  other  preparations,  has  his  head 
shaved,  and  is  sent  to  the  theatre  as  soon  as  a  surgeon 
and  anaesthetist  are  ready  for  him.  it  may  be  decided 
that  no  craniotomy  should  be  performed,  at  all  events 
until  the  patient  has  reached  a  base  hospital,  but  the 
case  must  be  thoroughly  examined  before  this  conclusion 
is  reached. 

C's  stretcher  is  placed  on  trestles  and  his  wound  care- 
fully examined  to  see  whether  any  operation  is  required; 
if  so,  he  too  is  sent  to  the  operation-theatre  preparation 
room ;  otherwise  his  wound  is  redressed  and  an  extension 
or  other  splint  suitable  for  train  travelling  is  applied. 
D,  on  his  arrival  in  the  observation  warti,  is  put  to  bed  and 
submitted  to  various  antishock  measures  until  his  con- 
dition is  sufficiently  good  for  an  elaborate  treatment  of  his 
wound.  E,  on  his  arrival  in  the  chest  ward,  is  examined 
by  a  medical  officer  who  specializes  in  internal  iriedicine. 

When  F  enters  the  walking-case  room  his  bandages  are 
taken  oft'  and  the  required  treatment  applied,  unless  his 
general  condition  and  his  field  medical  card  clearly  indi- 
cate that  no  further  interference  with  the  wound  is  likely 
to  be  tiesirable  until  he  reaches  a  base  hospital.  From  the 
dressing  tent  for  walking  cases  F  goes  to  the  evacuation 
tent  for  walking  cases,  where  he  is  given  food  and 
cigarettes  and  waits  for  the  ambulance  train  ;  a  train  is 
usually  available  every  day,  and  even  oftener  in  times  of 
activity;  but,  if  there  is  any  delay,  F  is  given  a  stretcher 
bed  and  his  wound  is  redressed  in  due  course. 

Meantime,  into  another  evacuation  tent  men  who  belong 
to  the  various  classes.  A,  B,  C,  D,  E,  and  who  have  come 
down  with  the  same  or  a  prcsvious  convoy,  are  being 
brought  on  stretchers  from  the  wards  or  other  places 
where  they  have  been  prepared  for  evacuation.  The 
standing  regulation  is  to  send  on  all  cases  to  the  base  as 
soon  as  suitable  transport  is  available,  but  any  case  at  all 
likely  to  suffer  by  transport  is  detained  as  a  matter  of 
course ;  chest  cases  are  never  sent  down  until  all  danger 
of  haemorrhage  is  presumed  to  have  ceased,  and  abdominal 
cases  are  detained  until  they  have  so  far  recovered  that 
they  can  be  sent  straight  through  to  Great  Britain  without 
further  treatment  at  the  overseas  base. 

In  any  case  the  number  of  men  detained  is  usually 
quite  sufficient  to  afford  the  personnel  plenty  of  ordinary 
hospital  w'ork  between  the  arrival  of  convoys,  and  in  order 
to  secure  time  for  its  duo  performance,  even  when  fighting 
.is  heavy  in  the  part  of  the  line  served  by  the  casualty 
clearing  station  and  casualties  are  numerous,  every 
casualty  clearing  station  has  a  partner  located  at  the  same 
I'ail-head,  and  the  two  are  alternately  "  open  "  and  "  closed  " 
for  the  reception  of  patients.  When  times  are  quiet  the 
commonest  plan  is  for  the  casualty  clearing  stations  con- 
cerned to  open  and  close  on  alternate  days.  During  active 
fighting  a  casualty  clearing  station  usually  declares  itself 
"  closed "  when  it  has  a  given  number  of  uncvacuated 
patients  on  its  hands;  its  partner  then  takes  the  next 
convoys.  Should  it  happen  that  the  partners  are  both 
"  closed,"  the  U.M.S.  of  the  array  concerned  sends  later 
convoj's  to  the  casualty  clearing  stations  of  some  other 
area  under  his  command. 

Specialist  Surgeons. 
As  a  convoy  does  not  represent  a  specific  number  of 
patients,  and  the  number  of  convoys  dis[iatched  from  any 
main  dressing  station  in  any  twenty-four  hours  depends 
entirely  upon  the  state  of  the  fighting,  the  amount  of  work 
thrown  upon  a  casualty  clearing  station  varies  greatly 
from  time  to  time.  Sometimes  it  resembles  that  of  an 
ordinary  hospital  in  a  manufacturing  town  where  accidents 
are  frequent ;  sometimes  that  of  a  main  dressing  station 
of  so  elaborate  a  type  as  to  be  able  to  perform  both  aseptic 
and  septic  operations,  and  so  large  as  to  be  able  to  deal 
with  1,000  or  more  jiatieiits  a  day.  Its  permanent  staff 
consists  of  seven  medical  officers,  but  when  the  fighting 
is  heavy  it  is  reinforced  by  medical  officers  drawn  from 
casualty  clearing  stations,  field  ambulances,  or  other 
medical  units  in  other  parts  of  the  line.  On  its  permanent 
staff  are  always  at  least  two  surgeons  experienced  in  all 
classes  of  operative  work,  including  abdominal  surgery, 
and  the  reinforcements  sent  when  times  are  active  include 
other  surgeons  of  the  same  type.  The  net  result,  therefore, 
is  that  by  arranging  in  groups  the  total  number  of  surgeons 
and  anaesthetists  available,  the  necessary  operations  can 
be  performed  until  the  stress  is  over. 
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Dinlribution  of  Patientn. 
When  tlie  convoys  arc  not  large  and  not  arriving  in 
rapid  succession,  the  work  of  distribution  is  done  by  tlic 
orderly  medical  officer  on  duty ;  at  other  times  it  is  usual 
to  select  a  surgeon  of  wide  experience  for  the  work,  since 
the  duty  of  the  "spotting  officer  "  then  becomes  a  task  of 
groat  responsibility.  He  must  be  able,  for  instance,  to  gauge 
rapidly  the  general 
condition  of  a  patient 
and  the  probable 
degree  of  serious- 
ness of  his  wound. 
l<i  addition  to  bear- 
ing in  mind  con- 
tinually how  long 
it  is  likelj'  to  be 
before  an  ambulance 
train  arrives  to  clear 
the  hospital,  h  e 
must  keeji  a  con- 
stant eye  on  the 
operation  list. 
Should  the  latter  be 
comparatively  short 
or  the  stream  of 
patients  bo  falling 
off,  his  task  becomes 
relativel)-  easy, since 
he  can  mark  for  the 
preparation  room 
any  cases  which 
seem  at  all  serious. 
*ln  the  contrary 
case,  he  must  decide 
whether  the  indi- 
vidual and  general  interests  would  best  he  consulted  \>y 
sending  the  case  down  to  the  base  forthwith,  should  an 
ambulance  train  bo  waiting  or  expected  shortly  to  arrive, 
or  by  keeping  liim,  even  though  it  is  not  likely  to  be 
possible  to  iierform  the  operation  for  many  hours. 


]''i(i.  19.  — 'J'railer  with  one  balfof  its  equipnietit  unloadei.!.  The  euplJ'^u'Ll  nmsL  tc 
tlie  spectator's  left  is  for  dressings,  tlie  next  for  instruments,  tlie  next  contiiins 
two  anaesthetic  tables,  and  the  cupboard  most  to  the  riuht  has  three  compart- 
ments for  splints — lon^  splints,  thigh,  short  si)lints.  arm.  and  leg  splints  respect!  ve!>-. 
The  shelves  aljove  the  cupboards  sliow  the  luethocl  of  packing  dressings,  etc. 


of    an   officer   who 


( 'oiisiillin;/  Sitrijeons. 

The  clinical  work  of  the  casualty  clearing  stations  in 
each  army  is  under  the  supervision 
ill  peace  times  is  a 
well-known  consulting 
surgeon,  and  corre- 
sponding supervision 
is  exercised  in  respect 
of  medical  conditions 
by  a  physician  of  ana- 
logous experience. 

Before  being  evacu- 
ated from  a  casualty 
clearing  station  a  note 
is  added  to  the  field 
medical  card  of  every 
patient  as  to  the  treat- 
ment he  has  received, 
and  if  an  operation 
has  been  performed, 
or  he  has  been  detained 
as  an  oidinary  hospital 
patient,  clinical  notes 
concerning  his  case  for 
the  information  of  the 
medical  officers  at  the 
base  are  sent  on  in  an 
envelope  attached  to  a 
t)uttonof  his  bed  jacket. 

Many  (casualty  clear- 
ing stations  also  do  a 
certain  amount  of  work 
in  attending  to  local 
sick — that  is  to  say,  to 
other   troops   in    their 


cases  amongst  labour  parties  and 
neighbourhood  which  aie  not  in 
<',liarge  f)f  a  medical  offic(^r  or  within  the  area  of  the  work 
of  a  held  ambulance.  It  is  also  tlie  rule  for  a  casualty 
i-liariug  station  to  detail  a  medical  officer  to  afforTl  medical 
attention  to  members  of  the  civil  population  if  a  request  to 
this  effect  is  made  by  the  local  civil  authority. 

TlIK    Tlll'.ATRK    TUAILV,!!. 

Though  a  casualty  clearing  station  is  a  mobile  unit,  the 


transfer  of  so  large  an  institution  from  one  site  to  another 
takes  a  considerable  time.  In  an  ad%'ance  it  may  be 
desirable  to  push  an  operating  section  forward  at  once. 
To  meet  this  need  the  "theatre  trailer"  has  been  devised. 
It  consists  of  a  large  pitch-pine  framework,  which  can 
be  clamped  on  to  a  trailer  drawn  by  one  of  the  lorries  of 
the  casualty  clearing   station.     The  lorry  is   loaded  with 

.stretchers,  blankets, 
cooking  and  feeding 
requisites  for  a 
hundred  serious  sur- 
gical cases  for  two 
days,  and  carriesj 
also  a  hospital  mar- 
(]uee  and  operating 
tent.  The  original 
idea  for  the  trailer, 
as  suggested  by 
Colonel  C'uthbert 
Wallace  in  Septem- 
ber, 1916,  was  to  fit 
it  with  shelves  and 
pigeon-holes,  as  on 
a  ship.  After  further 
s'.ud}',  however,  it 
was  seen  tliat  it 
would  be  better  to 
make  the  cupboards 
and  other  fittings 
movable,  providing 
for  the  careful  pack- 
ing of  their  contents 
so  that  they  would 
not  suffer  on  the 
road.  Each  cup- 
board runs  on  four  wheels,  and  is  fitted  to  hold  and  carry 
without  damage  dressings,  instruments,  bowls,  and  enamel 
ware,  as  well  as  the  Bowlby  outfit  and  the  marmites  in 
use  in  almost  every  casualty  clearing  station  theatre.- 
There  are  two  cupboards  for  sterilized  dressings,  overalls 
and  towels,  sufficient  for  one  day  s  operating,  with  two 
surgeons  and  four  tables,  dealing  with  150  ma,jor  operations. 
In  addition,  six  complete  sterilizing  drums  are  carried,  and 
in  all  sufficient  dressings  for  500  operations.    Lotions,  made 

up  in  <|uart  bottles,  are 
))acked  in  a  specially 
designe<l  case  fitted 
in  one  of  the  shelves, 
i!  oiled  water  and 
saline  are  token  in 
sterilized  petrol  tins. 
The  instruments  are 
packed  in  webbing 
straps  stitched  to- 
gether and  attached 
to  the  shelves.  Three 
anaesthetic  t  ibtes  and 
folding  stools  are 
packed  into  two  cases, 
which,  wieu  unpacked, 
can  be  used  as  sur- 
geons' washing-up 
benches.  The  bottom 
shelf  of  each  anaes- 
thetic table  contains 
nine  coin]iartmcnts, 
each  of  which  holds  a 
two-pound  bottle  of 
chloroform  or  ether. 
T  wo  other  shelves  con- 
tain the  anaesthetic 
apparatus,  masks, 
gauze,  etc.  Other  cup- 
boards contain  primus 
stoves  and  their  fuel,  cleaning  materials,  a  rack  for  splints, 
and  a  stand  for  the  lotion  copper  cauldrons.  The  slielvcs 
lit  one  above  the  other,  and  can  be  built  up  in  any  order 
that  may  be  desired  to  form  dressers  or  small  cupboards. 
The  contents  of  one  side  lifted  out  of  the  trailer  are  shown 
in  the  illustration  (Kig.  19).  With  the  trailer  and  trolley 
are  four  K.A.M.C.  orderlies,  and  there  are  two  Army 
Service  drivers.  Tliese  six  men  can  pack  the  loaded 
furniture  into  the  trailer  in  ten  minutes.  The  main 
advantages  of    this   trailer,    the    details    of    wliich    have 


.  20.— interior  of  a  hospital  train  ;  the  majority  of  1,\  ing  cases  are  evacuated  by 
ambulance  train. 
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been  worked  out  by  Captain  E.  M.  Coweil,  R.A.M.C.,' 
and  Lieutenant-Colonel  G.  H.  Goddard,  R.A.M.C,  are 
that  it  ensures  the  careful  transport  of  the  delicate 
equipment  of  an  operating  theatre  and  provides  operating 
room  furniture  ready  for  immediate  use  in  all  circum- 
stances. 

AMBULANCE  TRAINS  AND  HOSPITAL 

BARGES. 

A  patient  may  be  sent  down    througii   the   evacuating 

zone  to  the  base  either  by  ambulance  train,  by  hospital 

barge,  or  by  motor  convoy ;  in  the  great  majority  of  cases 

the  first  is  the  method  employed. 

Ambulance  Thains. 
Several  types  have  been  used  since  the  war  began.  In 
the  early  days  the  predominant  type  was  made  up  mainly 
of  goods  vans  fitted  with  racks  to  support  stretchers,  and 
supj)lemented  by  straw-strewn  vans  for  the  more  lightly 
wounded.  Those  trains  were  effective  so  far  as  actual 
transport  was  concerned,  and  were  easy  to  load  and 
unload,  since  the  doors  were 
wide  ;  but  the  carriages  could 
not  be  lighted  easily  or  kept 
warm,  they  afforded  no  con- 
veniences for  administrative 
work,  and  it  was. very  diffi- 
cult for  the  medical  officers 
to  attend  to  their  patients 
once  the  train  liad  started. 
Moi'eover,  unless  the  vans 
were  drawn  from  passenger 
trains,  and  this  was  com- 
paratively rare,  they  were 
mounted  on  four  wheels  only, 
had  very  ineffective  springs, 
and  practically  no  brakes. 
Tliey  were  gradually  dis- 
placed by  trains  built  up  of 
ordinary  passenger  coaches 
sujiplemented  by  a  saloon  or 
restaurant  car  for  administra- 
tive purposes.  The  compart- 
ments were  so  arranged  that 
they  could  each  contain  four 
stretcher  cases  lying  at  right 
angles  to  the  line  of  travel. 
Most  of  the  coaches  thus 
used  had  six  wheels,  and 
were  much  better  sprung 
and  braked  than  goods  vans. 
Tiiey  were  also  much  better 
lighted,  and,  as  a  rule,  each 
vehicle  had  a  firebox  attached 
exteriorly,  and  thus  had  in- 
dependent heating.  On  the 
other  hand,  loading  and  un- 
loading was  not  easy,  since 
the  doors,  were  narrow,  and 
only  rarely  was  it  possible  to  arrange  for  intercommunica- 
tion between  all  the  carriages,  so  that  some  of  them  could 
be  visited  only  by  walking  along  the  foot-board  or  by 
stopping  the  train. 

A.  few  trains  of  this  type  are  still  in  use,  but  the 
majority  belong  to  a  third  type,  which  is  built  up  partly 
of  corridor  car  "  coaches "  for  patients  able  to  sit  up, 
partly  of  specially  constructed  "  ward  "  carriages  (Fig.  20), 
intercommunicating  cars  with  tiers  of  berths  down  each 
side  and  a  passage  way  between  thorn.  These  berths  are 
open  at  the  ends,  and  have  both  wire  and  ordinary 
mattresses  and  blankets  and  sheets,  and  the. patients  are 
habitually  put  to  bed  in  them,  unless  for  some  reason, 
such  as  the  existence  of  an  injury  to  the  spinal  column, 
it  is  desired  to  avoid  moving  a  patient  off  his  stretcher. 
In  such  cases  the  stretcher  is  laid  on  the  top  of  the  bod. 
These  tiers  of  beds  are  arranged  parallel  to  the  line  of 
travel,  and  as  there  are  six  sets  of  tiers  on  either  side  and 
each  consists  of  three  berths,  the  normal  accommodation 
of  a  travelling  ward  is  thirty-six  patients,  while  if  occasion 
requires,  it  can  be  increased  to  forty  by  laying  stretchers 
in  the  passage  way  between  the  tiers. 

1  A  full  account  of  the  Wallace-Cowell  trailer,  with  details  of  con- 
struction and  stores,  will  be  found  in  the  Journal  0/  the  lioyal  Army 
Medical  Corps  for  June,  1917. 


Fig.  21.— The  operating  tlieatre  of  an  ambulance  train 


The  usual  plan  is  to  place  the  carriages  in  the  following 
order,  working  from  the  engine  backwards:  A  carriage 
used  as  an  isolation  ward;  a  coach  with  its  compartments 
arranged  as  sleeping  quarters  for  the  medical  and  nursing 
staff ;  a  kitchen  coach ;  four  or  five  ward  carriages ;  an 
administrative  carriage,  providing  an  office,  a  room  for  the 
performance  of  operations  (Fig.  21),  and  a  dispensary;  four 
or  five  coaches  for  sitting-up  patients ;  a  carriage  for 
general  cooking  purposes ;  a  coach  to  serve  as  sleeping 
quarters  for  the  subordinate  personnel ;  a  van  for  stores  ; 
and  a  guard's  van.  About  400  patients  is  an  average  load 
for  such  a  train.  i  '  '   •      ■ 

The  "  ward "  carriages  have  wide  external  as  well  as 
internal  doors,  so  that  they  are  easy  to  load  and  unload, 
and  the  train  is  electrically  lighted  and  steam  heated  from 
end  to  end.  The  wide  doors  of  communication  between 
the  carriages  afford  a  vista  of  half  a  dozen  carriages  in 
succession,  and  the  actual  passage  way  extends  from  one 
end  of  the  train  to  the  other.  All  the  ward  carriages, 
moreover,  are  mounted  on  well-sprung  eight- whoeletl 
chassis,  and    a   AVestinghouso   compressed    air    automatic 

brake  operates  from  end  to 
end  of  the  train.  The  net 
result  is  that  they  are  easy 
to  work  and  run  smoothly 
even  over  the  much-used 
jiormanent  ways  of  Northein 
France. 

.Ml  the  advantages  of  these 
trains  arc  attained  likewise 
ill  a  fourth  type,  which  is  the 
latest  to  come  into  use.  In 
it  the  accommodation  for 
patients  consists  entirely  of 
ward  carriages,  wherein  as 
much  provision  for  sitting-u|) 
patients  as  may  be  re(iuired 
is  made  by  turning  up  the 
middle  berths  of  the  tiers, 
thus  leaving  the  upper  berth 
for  a  lying-down  case,  while 
the  lower  one  forms  a  sofa 
for  three  or  four  sitting-up 
patients.  In  the  third  type 
of  train  the  sitting  accom- 
modation in  thccoaclies  often 
proves  to  be  in  excess  of  the 
requirements,  so  that  the 
fourth  type  represents 
economy  in  engine  power  and 
rolling-stock,  since,  whatever 
the  proportion  of  lying-down 
cases  to  sitting-up  cases,  the 
whole  of  the  accommodation 
can  be  utilized. 

.\mbulance  trains  so  long 
as  they  are  loaded  are 
managed  very  much  as  if 
they  were  ordinary  hospitals, 
but  there  is  not  usually  very  much  dressing  to  do  unless 
in  a  considerable  proportion  of  the  cases  irrigation  treat- 
ment is  being  applied.  There  are  always,  however,  patients 
who  require  attention,  and  for  the  first  hour  or  so.  at  any 
rate,  after  the  train  has  been  loaded  the  whole  of  the  staff 
is  kept  busy.  Once  they  have  settled  down  the  majority  of 
patients  sleep  peacefully  to  the  end  of  their  journey,  even 
those  who  are  travelling  in  sittiug-upcoaches.  They  have 
left  the  battlefield  behind  them;  they  have  had  their 
wounds  dressed,  and  all  tension  is  at  an  end.  This 
rcstfulness  of  an  ambulance  train,  despite  many  phy- 
sical reasons  to  the  contrary,  was  noted  long  before 
the  prevailing  type  of  train  came  into  use,  and  is 
one  of  the  more  curious  psychological  features  of  the 
war. 

For  an  ambulance  train  of  the  second  type  the  allow- 
ance of  medical  officers  is  usually  three,  but  for  the  third 
and  fourth  types  only  two  are  generally  required;  in  each 
case  three  or  four  sisters  are  carried  in  addition  to  nursing 
and  general-duty  orderlies,  cooks,  etc.  Unless  a  journey 
is  unusually  long,  the  majority  of  the  staff  remains  on 
duty  during  the  time  the  train  is  loaded.  As  soon  as  the 
patients  have  been  unloaded  the  whole  train  has  to  be 
cleaned,  bed-linen  changed,  dirty  linen  dispatched  to  the 
wash,  and  fresh  supplies  of  stores  obtained,  so  that  rest 


132 


Binrii-H  :\[iDiciNE  in  the  wah,  1914-17. 


Fig.  22. — Hospital  bardic  beiiif^  towed 


t'oi-    an   ambulance   tniiu    staff    docs   not  come  until   tlie 
ap-coiiutry  journey  has  coinniencod. 

Tlie  inovenicuts  of  the  trains  as  a  whole  are  regulated 
by  a  medical  officer  of  the  staff  of  the  D.M.S.  Liuos  of 
Coiiiuumicatiou.  If  a  full  load  is  not  waiting  at  any  single 
rail-head,  several  are  visited  in  succession.  Once  loaded, 
the  train  travels  at  a  rate  of  about  twelve  miles  an  hour  to 
its  destination  at  the  base,  •which  may  be  anything  from 
fifty  to  a  hundred 
miles  away.  In- 
formation as  to  the 
hour  of  its  probable 
arrival  is  telegraphed 
to  an  oflicer  at  its 
destination,,  who 
meets  the  train  with 
a  sufficient  number 
of  stretcher-bearers 
and  motor  ambu- 
lance cars  to  dis- 
tribute the  jiatients 
promptly  among  the 
various  hospitals  at 
this  base. 

Hospital  Bakghs. 
Evacuation  by  hos- 
pital barges  is  neces- 
sarily   restricted    to 
parts    of     the    front 

traversed  by  navigable  canals,  and  also  by  tlio  fact  that 
comparatively  few  casualty  clearing  stations  lie  sufficiently 
near  canals  for  patients  to  be  embarked  without  an 
intermediate  journey  in  an  ambulance  car.  This  means 
of  evacuation  is  slow,  but  is  of  use  in  dealing  with 
patients  for  whom  it  is  desired  to  secure  absolute  free- 
dom from  shaking.  J5arges,  however,  are  not  used  solely 
for  evacuating  purposes ;  iu  certain  parts  of  the  line 
they  can  be  taken  close  up  to  main  dressing  stations 
and  advanced  operating  stations,  and  can  then  be  used 
either  to  provide  additional  accommodation  or  practically 
as  it  they  were  travelling  casualty  clearing  stations, 
chest  cases  and  abdominal  cases  being  placed  straight 
on  board  after  operation  and  taken  down  to  a  port,  where 
they  are  evacuated 
to  a  home  base  by 
being  loaded  on  a 
hos])ital  ship. 

The  barges  used 
are  those  familiar  on 
Flemish  canals  (Fig. 
22).  When  one  end 
of  the  interior  has 
been  partitioned  off 
into  cabins  for  the 
staff,  and  the  other 
into  a  kitchen,  scul- 
lery, and  fjuart(!rs  for 
the  subordinate 
personnel,  there  re- 
mains anjiile  room 
in  tlio  middle  for 
thirty  ordinary  hos- 
pital beds  arranged 
tifteeu  on  each  side 
with  a  jiassage  be- 
tween them.  There 
a  space  amid- 
ships into  which 
patients  are  lowered 
fro  m  the  doe  k 
above  by  means  of 
a  hand  lift.  This 
space  can  be  used  for  the  performance  of  operations  if 
necessary.  Fxcept  that  its  ceiling  is  low  (about  10  ft.) 
and  its  diameter  comparatively  narrow  (about  16  ft.), 
a  barge  ward  looks  very  nuich  like  a  hospital  ward  . 
(Fig.  23). 

All  tlie  barges  arc  provided  with  a  dynamo  and  gas 
engine;  they  can  be  lighted  either  liy  electricity  or  by 
reuioving  one  or  more  sections  of  the  deck  which  forms 
the  ceiling  of  the  ward.  Thciy  are  drawn  by  a  tug  in 
charge  of  men  accustomed  to  canal  work.  'J  hey  are 
<livided  into  flotillas  of  four,  but  more  often  than  not  they 


travel  singly  or  in  couples.  Every  barge  carries  two 
trained  women  nurses  in  addition  to  nursing  orderlies, 
general  orderlies,  and  cooks.  Each  barge  also  carries  a 
medical  officer,  unless  two  bai'ges  or  more  are  travelling 
together,  and  then  one  is  sufficient  for  all  of  them.  The 
average  duration  of  a  barge  journey  is  from  twenty-four 
to  forty-eight  hours.  Tliey  travel  only  by  daylight, 
and  at  the  rate  of  about  three  miles  an  hour. 


STATIONARY 
HOSPITALS. 
At  places  along 
the  railways  travers- 
ing the  evacuating 
zone  there  are 
medical  units  known 
as  stationary  hos- 
l)itals.  These  in 
theory  are  2(X)  bed 
hospitals  of  com- 
paratively simple 
equipment  as  com- 
pared with  that  of 
a  general  hospital. 
Their  bedsteads,  for 
instance,  are  folding 
iron  "  barrack  bed- 
steads," and  they  are 
not  supposed  to  have 
clinical  laboratories  or  j-  ray  annexes.  In  France,  how- 
ever, nearly  all  stationary  hospitals  are  capable  of  accom- 
modating several  times  their  regulation  number  of  patients, 
and  many  in  point  of  equipment  and  extent  of  accommoda- 
tion do  not  differ  from  the  large  general  hospitals  iu  the 
distributing  zone,  unless  they  are  used  to  fulfil  some 
special  aiui. 

Such  of  these  units  as  arc  in  the  evacuating  zone  do 
their  work  in  direct  association  with  main  dressing 
stations,  and  since  the  dispatch  of  a  patient  to  them  does 
not  necessarily  entail  his  formal  evacuation,  they  are 
almost  to  be  regarded  as  annexes  thereto  and  therefore  as 
front-line  units.  The  rest  are  used  for  the  reception  and 
treatment  of  cases  of  sickness  and  injury  among  troops  on  the 

lines  of  communica- 
tion, and  for  cases 
which  the  medical 
officers  in  charge  of 
anibulance  trains 
may  think  it  desir- 
able to  off-load  at 
the  earliest  possible 
moment.  Strictly 
speakiugi  a  station- 
ary hospital  is  not 
entitled  to  more 
than  seven  medical 
officers,  but  it  is 
allotted  a  larger 
number  if  it  accom- 
modates more  than 
its  regulation  num 
ber  of  patients,  and 
is  doing  work  which 
for  its  due  perform- 
ance re<]uires  ivn 
augmentation  of  the 
staff. 

COXTUOL. 
It  is  from  general 
head  qiuirters  that 
the  Diroitor-Cieneral 
of  Medical  Services  usually  controls  the  whole  of  the 
medical  work  of  the  front  through  the  Directors  of 
Medical  Services  of  the  different  armies,  as  also  that  of 
the  evacuating  zone  and  the  distributing  zone  through  the 
Director  of  Jledieal  Services  Lines  of  Coninuini<-ation. 

Tlie  o|)erati(ins  thus  controlled  include  not  only  the  dis- 
position and  nuiintenance  of  hospitals  and  other  medical 
units,  togolher  with  all  the  arrangements  for  the  evacua- 
tion of  patients  from  the  front  to  the  bases  and  from  the 
ba.ses  to  the  United  Kingdom,  but  also  certain  other  im- 
portant branches  of  work.    These  are  the  distribution  of 
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medical  reinforcements,  the  coordination  of  action  tlirough- 
out  the  whole  British  force  in  regard  to  sanitation  and  the 
prevention  of  epidemic  disease,  and  tlie  work  of  weeding 
out  from  tlie  armies  men  who,  though  still  useful  soldiers, 
are  not  capable  of  doing  front-line  work,  many  of  whom 
must  eventually  be  sent  home  to  bo  discharged  from  the 
army. 

At  the  same  place  are  also  held  the  periodic  meetings  of 
a  council  formed  by  the  Director-General  of  Medical  Ser- 
vices to  assist  him  in  the  settlement  of  questions  from  time 
to  time  arising.  It  consists  of  eight  members  and  is  so 
constituted  that  the  temporary  and  pfirmaneut  elements 
of  the  medical  service  of  the  army,  general  and  bacterio- 
logical hygiene,  medical  and  surgical  work  at  the  front,  tlie 
same  work  at  the  bases,  and  admuiistration  throughout 
the  whole  area,  are  all  represented  in  equal  proportions. 

Tliere  is  a  second  council  of  the  same  general  kind, 
which  includes  the  whole  of  the  civilian  consultant 
specialists  holding  temporary  Commissions  in  the  army,  as 
well  as  the  principal  permanent  officers  on  the  staff  of  the 
Director-General  of  Medical  Services.  But  this  meets 
less  often  owing  to  the  difficulty  of  withdrawing  so  many 
officers  from  their  ordinary  work  simultaneously. 

THE  DISTRIBUTING  ZONE. 
The  hospitals  to  which  tlfi  patients  are  sent  on  their 
arrival  in  the  dis- 
tributing zone  are 
known  as  general 
and  stationary  hos- 
pitals. Tlie  former 
are  in  theory  much 
larger  and  more 
comprehensi  vely 
equipped  than  the 
latter.  In  practice, 
however,  there 
is  in  France  often 
no  difference  even 
in  point  of  size, 
and  invariably  both 
afford  the  same 
facilities  for  the 
best  forms  of 
medical  and  sur- 
gical work.  That 
is  to  say,  their 
ward  equipment  is 
of  the  same  kind 
as  in  large  civil 
hospitals  in  times 
of  peace,  they  have 
all  large  and 
elaborate  operating 
theatres  and 
annexes,  and  bacteriological  laboratories  and  x-ray 
annexes. 

Organization  of  General  and  Stationary 
Hospitals. 

In  point  of  size  every  stationary  hospital  can  now 
accommodate  at  least  500  patients  instead  of  the  regula- 
tion 200,  and  every  general  hospital  at  least  1,040  instead 
of  520.  The  larger  figures  represent  the  number  of  beds 
kept  at  alhtimes  ready  for  the  reception  of  patients.  In 
time  of  pressure  the  accommodation  can  be  increased  by 
some  50  per  cent.  The  clinical  work  is  divided  into  a 
medical  and  a  surgical  division,  each  in  charge  of  a 
specialist  assisted  by  ward  medical  officers.  To  the 
surgical  division  there  are  also  attached  specialists  in 
operative  surgery  who  vary  in  number  according  to  the 
accommodation  of  the  hospital. 

Tiio  nursing  is  done  by  trained  women,  those  ap- 
pointed to  each  ward  working  under  tlie  supervision  of  a 
ward  sister,  who  is  subject  in  her  turn  to  the  hospital 
matron.  There  are  also  a  certain  number  of  orderlies 
trained  in  nursing  duties,  who  assist  and  on  occasion 
replace  the  women  nurses,  and  of  general  duty  orderlies 
who  do  all  the  rough  work  of  the  hospital.  The  male 
personnel  is  under  the  control  of  a  non-commissioned  officer 
commonly  called  a  wardraaster,  who  is  subject  in  liis  turn  to 
the  sergeant-major  of  the  hospital.  Supplies  of  every  kind 
are  obtained  by  the  quartermaster,  who  is  responsible  for 
their  due   preparation.     He  holds   honorary   rank   as   an 


Fig.  24.— a  store  for  an  ambulance  train. 


officer  in  the  Royal  Army  Medical  Corps,  and  to  attain  tliis 
position  ho  must  not  only  possess  tact  and  good  inauiiers 
but  must  pass  examinations  in  general  education  and 
technical  and  military  subjects  spread  over  so  many  years 
that  most  quartermasters  are  men  who  have  entered  the 
corps  at  a  very  early  age. 

The  laboratory  and  x-ray  i-ooms  are  in  tlie  charge  of 
specialists,  privates  or  non-commissioned  officers  who 
have  received  training  in  these  duties  being  appointed 
to  assist  them.  The  institution  as  a  whole  does  its  work 
under  the  control  of  an  officer  of  the  rank  of  lieutenant- 
colonel  or  colonel,  who  in  the  larger  hospitals  has  a 
r^istrar  to  assist  him  in  the  keeping  of  medical  records. 
In  times  of  pressure  this  officer  commonly  takes  charge 
of  a  certain  number  of  beds,  and  often  al.so  acts  as 
company  officer  or  adjutant,  his  work  including  dis- 
ciplinary control  of  the  more  military  side  of  the  work 
of  the  unit. 

A  few  hospitals  occupy  large  buildings,  such  as  casinos 
or  hotels,  but  most  of  them  now  lie  in  camps  outside  the 
towns,  of  which  they  nominally  form  part.  They  are 
formed  sometimes  of  huts  alone,  sometimes  of  huts  and 
marquees.  Tlie  marquees  have  boarded  floors,  stoves,  and 
electric  lighting  and  double  roofs.  In  fine  weather  the 
whole  of  one  side  of  a  man^uee  can  be  removed,  the 
patients  being  thus  kept  practically  in    the  open  air;  the 

marquees  can  also 
be  placed  end  to  end, 
a  continuous  ward 
capable  of  holding 
periiaps  a  hundred 
beds  being  thus 
formed.  The  hos- 
pitals at  bases  are 
rarely  moved,  so 
that  not  only  are 
the  camps  they  form 
irreproachable  in 
the  matter  of  sani- 
tation, but  they  are 
almost  invariably 
attractive  likewise 
in  other  ways,  as 
there  is  much  rivalry 
among  the  sta.ffs  of 
different  hospitals, 
and  neat  paths, 
shrubs,  and  flower 
beds  spring  into 
existence  with  great 
rapidity. 

But,  although  base 
hospitals  are  well 
equipped  and 
managed  on  iden- 
tical principles,  they  are  differentiated  to  some  extent  by 
the  character  of  their  work.  At  each  base,  for  instance,  one 
hospital  deals  solely  with  infectious  diseases,  while  the 
rest,  though  prepared  to  take  cases  of  all  kinds,  habitually 
specialize  in  the  treatment  of  some  particular  class  of 
injury  or  disease — for  example,  skin  disorders,  ophthal- 
mic troubles,  jaw  injuries,  nerve  complaints,  head  cases, 
and  fractures  of  the  lower  extremities.  There  are  also 
some  base  hospitals  which,  owing  to  their  distance  from 
evacuation  points,  deal  mainly  with  comparatively  light 
cases. 

At  all  ba.se  hospitals  the  time  for  which  serious  cases 
may  be  retained  is  not  limited,  but  the  general  rule  is  to 
transfer  to  Great  Britain  any  eases  which  are  deemed  fit 
for  transport  and  are  not  likely  to  be  fit  for  active  service 
again  in  less  than  three  weeks.  Patients  wlio  complete 
their  treatment  in  the  base  hospitals  are  sent  on  their  dis- 
charge to  convalescent  depots,  where  they  remain  for  a 
varying  number  of  days,  and  tlier(^after,  if  considered  tit 
once  more  for  the  front,  are  sent  to  the  depots  of  the  regi- 
ment or  corps  to  which  they  belong.  In  the  contrary  case 
they  are  marked  as  base  details  and  are  kept  under 
medical  observation  in  barracks  and  employed  on  duties  of 
various  kinds 

Base  Medical  Store  Depots. 
Other  medical  establishments  at  the  base  are  depots  of 
base  medical  stores  (l<'ig.  24),  whence  all  the  up-country 
depots,  as  well  as  the  local  hospitals  and  ambulance  trains, 
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<li'aw  tlicir  siipijlies,  and  tlic  base  hyj^iono  laboratoi-ics, 
whose  main  woi-k  is  to  lest  tlie  piii-ity  of  the  food  supplies 
of  the  troops.  Tliere  is  also  at  one  base  a  large  bacterio- 
logical laboratory  devoted  solely  to  research  work,  and 
much  work  of  the  same  kind  also  goes  on  at  the  laboratories 
attached  to  the  different  hospitals.  Sometimes  the  work 
is  done  as  an  indc])endent  effort,  sometimes  in  co-opera- 
tion with  tlie  officers  in  charge  of  tlie  mobile  laboratories 
in  the  collecting  zone,  and  as  a  means  of  testinghow  far  the 
results  tliere  obtained  are  supported  by  observations  made 
on  patients  who  have  reached  a  later  stage  of  their  illness 
or  injury. 

Labohatohiks:  JIedical  Histohv. 

The  general  control  of  all  the  laboratories  and  of  their 
work  ill  the  investigation  of  the  problems  of  epidemic 
disease  is  the  special  charge  of  an  Adviser  in  Pathology  to 
tlie  Director- Oeueral  of  Medical  Services.  Jn  addition  two 
officers  appointed  by  the  Director-General  represent  the 
IMedical  Kesearch  Committee  of  CI reat  Britain  ;  their  duty 
is  to  advise  upon  the  systematic  recording  of  clinical  notes, 
so  that  the  re(|uisite  data  may  be  available  for  general 
medical  statistics  and  for  pension  claims,  and  also  to  secure 
tliat  the  various  new  types  of  disease  and  injury  seen  in 
this  war  are  made  the  subject  of  specific  study  from  a 
clinical  and  a  pathological  point  of  view  by  selected 
officers.  As  coiuiiaratively  few  cases  remain  iu  the  hos- 
pitals in  France  tliroughout  their  whole  course,  the  work 
involves  securing  continuance  of  study  of  many  of  the 
cases  on  their  arrival  at  home.  The  aim  in  view  is  to 
secure  that  all  the  data  necessary  for  the  formation  here- 
after of  sound  opinions  as  to  the  medical  lessons  of  this 
^var  shall  be  duly  forthcoming. 

As  in  the  various  army  areas,  the  clinical  work  at  each 
base  is  supervised  by  consulting  specialists  in  various 
branches  of  medicine  and  surgery,  and  dissemination  of 
newly  acquired  knowledge  is  secured  partly  by  memo- 
randums issued  from  time  to  time  by  the  Director-General 
of  3[edical  Services,  partly  by  meetings  of  medical  societies 
established  not  only  at  the  bases  but  in  the  collecting  zone, 
and  partly  by  publication  of  results  iu  the  medical  press. 

The  base  iiospitals  are  also  used  as  depots  for  medical 
reinforcements,  ofliccrs  newly  arrived  from  home  being 
appointed  to  them,  both  in  order  that  they  may  gain  some 
experience  of  general  routine,  and  also  to  enable  the 
authorities  to  ascertain  their  physical  and  other  aptitudes 
for  work  of  various  orders.  The  younger  men  are  sent 
eventually  to  field  ambulances  and  thence  to  regiments. 

OVF.I!SK\S    CoNTINIiKNTS. 

■Ml  the  great  ISritish  dominions  beyond  the  seas — India 
Australia,  New  Zealand,  Canada,  and  South  Africa — have 
medical  units  in  the  field,  tiiough  they  are  all  worked  on  the 
same  system  as  units  which  are  strictly  speaking  Itoyal 
Army  Jledical  Corps  units,  and  they  are  all  under  the 
control  of  the  Director-General  of  Medical  Services. 
An  account  of  one  of  these — the  Canadian  Army  IMcdical 
Corps — written  by  Surgeon-Cieueral  Fotheringham  of  that 
corps,  will  be  publisluHl  in  an  early  issue.  There  have 
been  one  or  two  hospitals  ofiicered  entirely  by  volunteers 
supplied  by  the  faculties  of  certain  universities  in  the 
United  States  of  America,  and  some  units  working  under 
the  aegis  of  the  Ijritish  Ked  Cross  Society.  These  also 
have  been  under  the  general  control  of  the  Director- 
General  of  the  ISritish  Jledical  Service. 

(iKNlOHAf.   AllMINISTliATION. 

In  most  of  the  military  hospitals  in  France  the  ad- 
ministrative work  is  done  bj-  permanent  officers  of  the 
Uoyal  Army  Medical  Corps,  and  the  bulk  of  the  executive 
work  by  temporary  officers,  who  contract  to  serve  for  the 
year,  but  in  most  cases  renew  their  contracts  as  a  matter 
of  course.  l'"or  the  first  eighteen  months  or  more  all  these 
officers  were  volunteers,  but  since  all  men  under  41  are 
now  liable  for  military  service,  a  considerable  proportion  of 
those  now  arriving  are  selected  by  civili.an  Medical  War 
Committees,  in  response  to  the  demands  of  the  War  (Jffice. 
In  making  the  selection  the  comiiiittees  have  regard  not 
only  to  the  fitness  of  the  individual  for  foreign  service,  but 
also  to  the  question  of  his  indispensability  or  otherwise 
from  the  point  of  view  of  the  civil  population  among  which 
he  has  bi:en  practising. 

Int(!riiiediate  brttween  these  two  orders  come  a  ec^rtain 
number  of  officers  who  have  received  commissions  for  the 


duration  of  the  war,  and  who  are  usually  doing  special 
work  of  some  kind,  and  a  large  number  of  Territorial  and 
Special  Reserve  officers.  The  former  are  civilian  medical 
in-actitioners  who  long  before  the  war  joined  the  volunteer 
body  known  as  the  Territorial  Army  as  medical  officers, 
and  by  taking  part  in  annual  exercises  and  in  other  ways 
acquired  a  general  knowledge  of  military  routine.  The 
Territorial  army  was  mobilized  with  the  Kegular  army 
on  the  outbreak  of  war,  and  these  Territorial  officers, 
belonging  as  they  did  to  regiments  and  field  ambulances, 
were  at  first  to  be  found  almost  exclusively  in  the  front 
line  formations,  but  many  of  them  now  hold  adimnistrative 
positions  and  posts  as  divisional  medical  oflicers  of  hos- 
pitals. The  Special  Keserve  officers  are  usually  young 
men  who  before  the  war  undertook  to  serve  in  the  Koyal 
Army  Medical  Corps  if  reipiired,  and  meantime  went 
through  a  course  of  three  months'  training,  receiving  a 
small  retaining  fee  in  respect  of  each  year  their  names 
were  kept  on  the  roll. 

The  nursing  staff  is  drawn  from  an  equally  large  number 
of  sources.  Some  belong  to  the  Kegular  army,  others  to 
the  hospitals  which  in  peace  nominally  form  part  of  the 
Territorial  army,  others  are  nurses  who  in  peace  work 
independently,  and  many  come  from  the  overseas 
commonwealths. 

The  great  variety  in  the  components  of  the  R.A.M.C.  is 
a  source  of  strength,  since  it  ensures  the  inclusion  of  meu 
of  varied  talents  and  representative  of  sjiecial  knowledge 
of  all  branches  of  medicine  and  surgery.  Tlie  whole  corps 
is  administered  in  a  spirit  which  secures  unity  of  effort 
among  men  of  different  mental  constitution  and  previous 
experience,  yet  without  trammelling  individuality  by  the 
imposition  of  other  than  necessary  rules  and  regulations. 
It  is  to  this  that  is  mainlj*  to  be  attributed  the  successful 
working  of  the  Uoyal  Army  MiKlical  Corps  in  France,  but 
material  assistance  has  also  been  derived  from  the 
sympathy  extended  towards  all  medical  affairs  for  the 
benefit  of  the  troops  bj'  the  Commander-in-Chief. 


SEA   TRANSPORT. 

The  motor  convoys  at  the  front  are  armj'  units,  but  the 
ambulance  cars  by  which  patients  are  taken  from  the  base 
hospitals  for  shipment  to  Enghiiul  are  maintained  by  the 
Rritisli  Red  Cross  Society,  and  at  some  bases  are  driven 
by  women.  As  not  all  the  bases  are  at  a  port,  a  short 
journey  in  an  ambulance  train  sometimes  intervenes 
between  a  patient's  departure  from  a  base  hospital  and  liis 
embarkation. 

The  embarkation  medical  officer  is  informed  day  by  day 
as  to  how  many  patients  are  waiting  shipment,  and  the 
proportion  of  lying  to  walking  cases,  and  as  soon  as  a  ship 
is  ready  notifies  each  hospital  concerned  how  many  patients 
of  each  kind  he  can  accommodate.  Arrived  at  the  quay- 
side, the  ambulances  are  unloaded  under  the  supervision 
of  the  embarkation  medical  officer,  and  as  each  case 
reaches  the  deck  it  is  assigned  a  position  on  board  accord- 
ing to  its  nature.  Swing  cots  are  used  for  the  severer 
cases,  since  they  can  bo  approached  from  both  sides,  and 
to  the  less  severe  are  assigned  berths  arranged  in  tiers. 
On  long  voyages  walking  cases  are  also  given  berths,  but 
on  short  ones  they  are  allowed  to  sit  or  stroll  about  as 
they  please  as  soon  as  each  man  has  been  clad  in  a  life- 
jacket.  The  next  step  generally  is  the  serving  of  a  meal 
and  the  distribution  of  cigarettes.  • 

.Meantime  the  l3-ing-down  cases  are  being  treated  as 
if  they  were  still  in  a  hospital  on  land,  for  every  hospital 
ship  has  a  staff  of  surgeons  and  nurses  and  all  the  equip- 
ment necessary  for  hospital  work.  .All  hospital  ships  have 
l)reviously  been  passenger  vessels,  and  the  necessary  room 
for  wards  is  provided  jiartly  by  re  c(|ui]>piiig  the  dining  and 
other  saloons  for  their  new  use,  partly  liy  clearing  the 
lower  decks  of  cabins.  I^ifts  are  provided  for  moving 
))atients,  .and  the  vessels  are  painted  white,  with  a  green 
band  painted  from  stem  to  st(-'rii  with  a  red  cross  painted 
in  the  middle.  At  night  there  is  a  long  row  of  red  and 
green  litihts  alouji  the  talTrail  on  both  sides. 


HOME  lIOSI'lTAr.S. 

Arrived    at    the    port   of    destination    the   jiatients   are 

received  by  a  disembarkation  medical  officer  and  his  staff, 

who    hav<:  been    warned   by   wireless    telegraphy   of   the 

number   of   patients   on   board,    and     have   caused    to    bo 
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brought  up  to  the  quay-side  the  requisite  number  of 
liospital  trains ;  these  trains  are  tlien  loaded  rapidly  by 
stretcher-bearer  parties  and  dispatched  to  different  parts 
of  Great  Britain. 

The  more  serious  cases  are  usually  sent  to  hospitals  in 
the  neighbourhood  of  London  or  the  s'^^'i''  provincial 
towns.  Some  of  the  larger  institutions  are  military 
hospitals  which  existed  before  the  war,  but  the  great 
majority  have  been  specially  created.  Some  of  these, 
however,  previously  had  a  nominal  existence  as  Terri- 
torial hospitals,  it  being  part  of  the  system  of  the  Terri- 
torial Force  that  at  each  local  centre  the  larger  civil 
liospitals  should  undertake  to  open  if  required  a  military 
hospital  officered  by  medical  men  selected  from  their  own 
staffs.  The  officers  thus  selected  were  given  commissions 
(I  la  suite  in  the  medical  department  of  the  Territorial 
Force.  Apart  from  large  military  hospitals  of  this  and 
other  kinds,  including  some  maintaiued  by  the  British  and 
•other  Red  Cross  societies,  a  considerable  proportion  of  all 
civil  hospitals  now  have  arrangements  for  the  reception  of 
military  patients  who  are  treated  by  the  civilian  staffs 
attached  to  these  hospitals. 

All  the  larger  hospitals  have  special  departments  for 
patients  whose  successful  treatment  involves  knowledge  of 
one  or  other  of  the  special  branches  of  medicine  and 
surgery.  There  are  also  very  numerous  convalescent 
homes,  and  the  orthopaedic  hospitals  described  by  Dr. 
Colin  Mackenzie  (Biutish  Medical  Journal,  Jlay  26th, 
1917,  p.  669  et  seq.).  Finally,  there  are  numbers  of  camps 
to  which  arc  sent  men  who  it  is  expected  will  recover  their 


fitness  for  active  service  when  they  have  undergone 
remedial  exercises  of  various  kinds  and  a  general  physical 
training. 

The  duty  of  seeing  that  an  adequate  number  of  hospitals 
for  military  patients  are  maintained  in  Great  Britain,  as 
also  tliat  of  providing  the  reinforcements  and  stores  re- 
quired for  the  medical  work  of  the  armies  in  France,  the 
Balkans,  Mesopotamia,  India,  East  .Africa,  and  elsewhere, 
appertains  to  the  Director  General  of  Ainiy  Medical 
Services  in  London,  a  post  filled  since  Xovtyuber,  1914,  by 
Surgeon-General  Sir  Alfred  Keogli.  He  had  held  the  same 
office  some  years  previously,  and  returned  to  it  in  order  to 
allow  the  actual  occupant  of  the  post,  Surgeon-General  Sir 
Arthur  Sloggett,  to  tike  up  work  which  it  was  realized 
would  be  of  weekly  increasing  inqjortance  and  for  which 
his  talents  and  experience  seemed,  and  have  abundantly 
since  proved,  specially  to  fit  him — namely,  the  control  of 
the  medical  affairs  of  the  British  armies  in  France.  It  ia 
on  the  arrangements  of  tliese  armies  that  this  description 
of  the  work  of  the  Iloyal  Army  Medical  Corps  is  chiefly 
based. 

So  far  as  the  British  people  is  concerned  the  work  of  the 
Royal  Army  Medical  Corps  has  given  the  greatest  satis- 
faction, and  it  is  believed  that  after  the  war,  when  details 
become  known  to  those  capable  of  assessing  its  more 
scientific  aspects,  it  will  be  acknowledged  that  the  corps 
has  taken  full  advantage  of  opportunity  offered  for  ad- 
vancing precise  knowledge  of  medicine  and  surgery  as 
well  as  of  means  of  handling  vast  numbers  of  sick  and 
wounded  men. 
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The  adage,  "  Cast  thy  bread  upon  the  waters,  and  thou 
shalt  find  it  after  many  days,"  had  never  truer  exempli- 
fication than  in  the  relations  found  existing  in  this  great 
war  of  all  the  ages  between  the  R.A.M.C.  and  the  Canadian 
A.M.C.  The  latter  is  the  lusty  progeny  of  the  former,  and 
well  pleased  that  the  physique  and  lineaments  of  the 
parent  can  be  seen  in  the  child.  In  all  matters  of  present- 
day  organization,  equipment,  and  even  uniform,  the  two 
services  are  closely  homologated  and  interchangeable. 
But  in  spirit,  and  sympathy,  and  attainments,  and  just 
and  generous  emulation  their  relations  are  more  fraternal 
than  parental. 

During  the  somewhat  troubled  years  which  followed  in 
British  North  America  after  the  rebellion  of  the  .American 
colonies  the  British  troops  who  helped,  as  in  the  war  of 
1812-1815,  to  safeguard  the  feeble  settlements  of  Nova 
Scotia,  Lower  Canada,  and  Upper  Canada,  had  their 
medical  officers — army  doctors  as  they  were  known.  Not 
a  few  of  these  well-trained  men  left  the  service  to  settle 
down  to  practice  in  Canada,  and  in  most  cases  at  once 
secured  a  commanding  professional  position  in  the  new 
community.  Their  superior  education  and  good  social 
position  gave  to  many  of  them  great  influence  with  the 
authorities,  especially  in  Upper  Canada— now  Ontario — 
and  this  influence  was  always  exerted  in  favour  of  sound 
legislation  on  all  matters  pertaining  to  education,  both 
general  and  professional.  The  provinces  were  thus  from 
the  outset,  to  a  very  large  extent,  protected  from  the 
evils  of  free  and  unlicensed  medical  practice,  from  which 
the  United  States  are  only  now  with  much  effort  and 
delay  beginning  to  shake  themselves  free.  British  ideals 
in  both  teaching  and  practice  have  in  the  main  prevailed 
everywhere  in  Canada,  the  precedent  and  example  of  the 
medical  legislation  in  the  older  provinces  being  closely 
followed  ia  the  newer  as  they  were  organized,  so  that  all 
the  medical  faculties  in  Canada  have  always  drawn  their 
inspiration,  neither  from  American  nor  German  sources, 
but  from  the  great  schools  of  Loudon,  Edinburgh,  and 
Dublin. 

With  this  heritage,  nothing  could  be  more  natural  and 
legitimate  than  that  the  Canadian  Army  Medical  Service 
should  both  give  and  get,  in  this  time  of  sore  trial  for  all 
British  hopes  and  ideals,  absolute  mutual  co-operation  and 
goodwill  in  its  relations   with  the    Royal  Army  Medical 


Corps  and  Service.  The  opportunity  of  comradeship  and 
conjmon  service  in  the  stricken  field  and  in  the  cause  of 
empire  and  civilization  is  keenly  realized  and  most  highly 
prized  by  all  ranks. 

The  intimacy  between  the  two  services  is  evidenced  by 
the  circumstance  that  many  scores  of  Canadian  graduates 
hold  temporary  commissions  in  the  R.A.M.C,  and  the  value 
of  their  services  is  freely  acknowledged  by  their  fellow 
officers.  Fiuthermore,  the  Canadian  laboratory  man  has 
been  given  his  chance  and  has  made  good  in  both  British 
and  Canadian  laboratories  in  the  field,  and  the  friendly 
rivalry  and  hearty  good  comradeship  of  their  work  has 
gone  far  to  make  permanent  for  all  time  the  good  relations 
which  are  and  can  be  based  only  upon  mutual  respect. 
One  dreams  of  the  day  when  the  degree  or  licence  of 
any  reputable  faculty  in  the  empire  may  run  and  be 
recognized  as  valid  in  all  the  parts  of  the  enqiire. 

A  summary  of  the  activities  of  the  C. A.M.C.  may  be 
made  under  the  three  topics  : 

1.  Preventive  medicine; 

2.  Clinical  progress  in  medicine  and  surgery;  and 

3.  Ijaboratory  and  research  work. 

Preventive  Medicine. 
With    reference   to   preventive    medicine    the   two  out- 
standing features  of  the  situation  are: 
((()  Preventive  inoculation. 
(/<)   Sanitary  control  in  the  field. 

((()  Preventive  Inoculalion. 

On  the  Western  front,  where  most  of  the  Canadian 
medical  troops  have  been  employed,  this  has  been  mainly 
against  the  typhoid  group,  small-pox,  and  tetanus. 

The  percentage  of  inoculated  men  as  regards  the  first 
two  runs  very  liigh,  practically  100  per  cent.,  as  the  con- 
scientious objector  is  not  recognized  by  the  Canadian 
authorities  and  legitimate  means  have  been  found  for  over- 
coming the  objections  of  the  very  few  who  were  at  first 
disinclined  to  submit. 

Antitetanic   serum  has  been  administered   in  all  main 
dressing  stations  to  all   wounded,   and  latterly  to  trench 
foot  cases,  at  the  time  of  their  admission,  the  dose  being 
entered  on  field  medical  card  and  in  the  admission  and  dis 
charge  book.     The  dose  has  been,  as  a  rule,  1,500  units. 
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The  scrum  lias  been  to  a  large  extent,  but  not  exclusively, 
obtained  from  the  Canadian  Ked  Cross  .Societj',  and  is  that 
mauutactured  in  tlie  laboratories  of  the  University  of 
Toronto  through  the  thoughtful  provision  of  a  wealtliy 
benefactor  there.  The  regular  source  of  supply  through 
the  advanced  depots  of  medical  stores  has  also  been  drawn 
upon.  Comparisons  and  results  are  not  available  as  yet, 
but  there  is  no  doubt  in  the  miuds  of  all  in  a  position 
to  judge  that,  as  a  preventive  measure,  the  procedure  is 
proved  to  be  indispensable. 

The  same  remark  holds  true,  if  possible  more  positively, 
with  regard  to  antityphoid  inoculation.  When  regard  is 
liad  to  the  practical  absence  of  true  typhoid  and  to  the 
extraordinarily  low  incidence  of  the  other  diseases  of  the 
enteric  group  on  the  oue  hand,  and  to  the  universal  con- 
tamination of  the  water  supply  by  the  colon  group  on  the 
other,  oue  may  truly  say  that  a  new  chapter  may  now  be 
written  in  the  history  of  military  medicine,  and  that  the 
world  at  largo  owes  to  Sir  William  Leishman  and  the 
K.A.JI.C.  a  debt  which  it  cau  never  repay  ;  and  it  should 
not  be  forgotten  that  the  millions  of  men  now  in  the  war 
iione  and  far  from  their  accustomed  strains  of  enteric 
infection  represent,  without  inoculation,  virgin  soil  for  the 
ravages  of  the  disease. 

Small-pox  has  been  practically  non-existent  among  the 
Canadian  troops,  as  each  man  signs  in  his  attestation 
))apers  an  undertaking  to  undergo  vaccination,  which  is 
universal. 

Dysentery  has  occurred  in  a  slight,  sporadic  form,  but 
not  as  either  epidemic  or  endemic.  Such  cases,  even 
tliougli  only  suspected,  are  sent  to  a  special  hospital  in 
each  army  direct  from  the  field  ambulance,  admitting  by 
motor  ambulance  convoy  car. 

(h)   Siniitarii  Coiiirol  in  tlie  Field. 
The  two  important  parts  of  this  many-sided  problem  are 
water   control   and  disposal  of   waste.     The  organization 
necessary  is  briefly  as  follows : 

1.  liattalion  and  unit  sanitary  sections,  specially  detailed 
and  trained  by  unit  medical  officers  and  lunployed  under 
their  direction,  liesponsibility  rests  with  each  O.C.  for 
his  own  lines,  the  JI.O.  acting  as  adviser. 

2.  Divisional  sanitary  section  under  a  specially  (jualitied 
medical  officer,  who  isalso  divisional  sanitary  officer,  under 
command  of  .\.D.M.S.  of  i>ivision,  reporting  to  him,  and 
employing  the  other  ranks  of  his  unit  as  inspectors  over 
the  whole  area  occupied  by  the  Division  with  reference  to 
water  supply,  dis[iosal  of  waste,  and  conservancy  arrange- 
ments of  every  sort. 

The  opinion  has  been  steadily  growing  that  for  tli(^  semi- 
siege  typ(!  of  warfare  so  far  prevailing  on  the  Western 
front,  too  frequent  moves  of  these  divisional  sanitary  sec- 
tions detract  s<iriously  from  their  usefulness,  and  that  tliey 
should,  within  limits,  be  made  more  permanc'ntly  respon- 
sible for  the  areas  with  which  they  have  become  faniihar, 
after  the  manner  in  which  town  majors  and  camp  com- 
mandants are  employed. 

With  respect  to  the  protection  of  tlie  water  supply,  in 
aiUlition  to  the  su|)ervisiou  maintained  by  the  tlivisioual 
sanitary  sections,  which  is  good,  the  Canadian  corjjs  has  in 
action  a  water  jtatiol.  This  patrol  places  a  .second  check 
upon  the  chlorinatiou  of  water. 


Experience  has  shown  that  a  water  which  gives  a  good 
reaction  for  the  presence  of  free  chlorine  nal'  an  hour  after 
the  addition  of  clilorido  of  lime  can  be  considered  a  safe 
water.  The  requisite  amount — 1  gram  (1  scoop),  or  more,, 
to  110  gallons  (the  capacity  of  the  water-cart) — is  gauged 
by  testing  at  frequent  intervals  during  the  day,  the  amount 
varying  according  to  the  organic  content  of  the  water. 
Small  cases  are  supplied  to  the  British  Expeditionary 
Force,  whereby  sanitary  or  regimental  medical  officers  may 
so  test  water  and  establish  the  amount  of  chloride  of  lime 
necessary  to  produce  sterilization.  Mobile  laboratories  are 
available  to  examine  and  give  any  information  on  recjuest. 
Muddy  water  must  first  be  filtered,  otherwise  sterilization 
will  not  be  complete,  the  chloride  of  lime  failing  to  penetrate 
to  the  centre  of  particles  of  mud. 

Water  patrols,  covering  a  Ctiuadian  corps  area,  are  in 
charge  of  an  officer  under  the  •' (^  "  IJranch.  .V  survey  is 
made,  maps  prepared,  and  information  collected.  The 
corps  area  is  then  subdivided  into  patrol  sections,  each 
section  being  patrolled  by  one  N.C.O.  and  five  men 
(permanent  base).  The  duties  of  these  patrols  are  as 
follows  : 

((()  To  see  that  rivers,  streams,  ponds,  wells,  and  springs 
are  not  polluted. 

(b)  To  see  that  no  washing  and  no  watering  of  horses- 
are  done  at  any  but  authorizeil  points. 

((,■)  To  see  tliat  no  material  connected  with  the  corps 
water  system  is  destroyed  or  removed  without  corps  or 
divisional  orders. 

((/)  To  visit  daily  each  of  the  water  tanks,  stand-pipes, 
etc.,  where  water  carts  are  filled,  collecting  the  daily 
report  from  the  "  divisional  control  "  in  charge. 

Divisions  arc  responsible  that  all  orders  regarding 
chlorinatiou  and  "  water  details"  are  carried  out,  and  also 
all  instructions,  such  as  those  mentioned  in  paragraph  (b). 
Any  unit  not  complying  with  instructions  regarding  water 
supiily  is  reported  by  the  water  patrols  to  tlie  water  patrol 
ofiicer,  but  this  does  not  relieve  divisions  from  their 
responsibility  for  seeing  that  all  instructions  are  carried 
out.  AVliere  a  unit  is  reporled  to  the  wtitcr  patrol  officer 
a  report  is  forwarded  to  tlie  division  concerned.  Should 
the  same  unit  be  reported  a  second  time,  a  report  is  for- 
warded to  corps  head  quarters.  Men  belonging  to,  or 
attached  to,  the  divisional  sanitary  sections  are  detailed 
as  •' water  controls  "  by  the  O.t'.  sanitary  sections  for  all 
authorized  supplies  in  the  divisional  area.  These  water 
controls  keep  a  "daily  tank  report"  in  triplicate,  which 
sets  forth  the  condition  of  carts  drawing  water,  condition 
of  lime,  etc.  .V  copy  of  these  reports  is  forwarded  daily  to 
the  divisional  sanitary  officer,  oue  copy  to  water  patrol 
officer,  and  one  copy  is  retained  as  record  by  the  water 
control.  The  divisional  sanitary  officer  is  responsible 
that  the  necessary  steps  are  taken  to  prevent  a  recur- 
rence. Tlie  O.C.  water  patrols  summari/.es  these  daily 
tank  rejiorts  once  a  week  ;  a  copy  of  this  is  sent  to  llio 
D.D.M.S.     .\  record  is  thus  kept. 

Other  matters  pertaining  to  the  water  supply  are  alsO' 
re|)orted  to  the  D.D.M.S.,  and  thus  the  medical  services 
work  in  conjunction  with  the  other  branches  to  maintain 
as  adequate  and  good  a  supply  of  drinking  water  as 
possible. 
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The  incidence  of  water-borne  diseases  in  tlie  Canadian 
corps  has  been  low,  and  it  may  be  said  has  only  occasioned 
anxiety  when  conditions  were  such  as  to  interfere  with, 
or  prevent,  the  maintenance  of  those  measures  whicli  have 
been  indicated  above. 

Koference  should  be  made  to  the  very  important  topic 
of  baths  and  laundries.  In  most  British  divisions  it  is 
understood  that  these  establishments  are  under  the  control 
and  administration  of  tlie  A.U.M.S.  for  the  "A  and  Q" 
branch  of  the  staff.  In  the  Canadian  divisions  tlie 
practice  has  been  to  relieve  the  medical  service  of  this 
responsibility  and  to  place  in  charge  a  capable  business 
man  who  is  an  officer  seconded  from  his  unit  to  the  staff 
of  the  division.  This  has  given  excellent  results,  and 
would  seem  to  be  less  wasteful  of  the  S[)ecial  training 
of  the  medical  officers,  though  close  co-operation  always 
exists  between  the  A. I). M.S.  and  the  officer  in  charge  of  biiths 
and  laundries  through  the  A. A.  and  Q.M.Cl.  The  Foden- 
Tliresh  lorry  disinfector,  for  instance,  which  is  on  charge 
to  the  sanitary  section  and  under  the  control  of  the 
A.D.M.S.,  is  kept  in  operation  at  the  divisional  baths,  where 
the  men  exchange  their  soiled  clothing  for  fresh.  Ordnance 
by  arrangement  makes  issue  of  socks  and  underwear 
through  the  baths  officer. 

Clinical  Progress  in  Medicine  and  Surgery. 
The  barest   reference    alone    is   possible   to   so   wide   a 
subject ;  a  few  topics  of  interest  have  been  selected. 

1.  Injuries  and  Diseases  of  the  Lang. 
In  a  general  way  we  have  come  to  a  set  method  of 
treating  wounds  of  the  lung,  which  usually  reach  the  base 
hospital  not  earlier  than  the  fifth  day  after  infliction.  Gun- 
shot wounds  rarely,  shell  wounds  frequently,  are  com- 
plicated. Haemothorax  is  usually  demonstrable,  and  the 
history  of  haemoptysis  is  generally  present.  The  rapidity 
■with  wliich  blood  is  spat  up  after  wounding  depends  on 
whether  the  upper  or  lower  part  of  tlie  lung  is  wounded, 
the  haemorrhage  being  most  prompt  in  the  case  of  the 
former.  Fever  is  usually  present  in  the  earlier  days,  often 
disappearing  by  the  sixth  or  seventh  day.  When  the  fever 
continues  we  draw  off  blood  from  the  [ileura  for  the  pur- 
pose of  culture;  such  cultures  usually  prove  sterile.  Asa 
usual  thing  we  draw  off  by  aspiration  tlie  blood  about  the 
tenth  day  ;  sometimes  the  blood  so  drawn  off  is  replaced 
in  a  few  days  by  effusion,  so  that  sub.se(|uent  aspirations 
Hiu,y  need  to  be  made.  The  blood  so  drawn  off  is  some- 
times replaced  by  oxygen,  the  outflow  of  blood  and  the 
inflow  of  oxygen  being  made  through  separate  needles  at 
the  same  time.  Of  late  we  have  not  felt  so  keenly  the 
necessity  for  the  use  of  oxygen  ;  our  idea  was  that  the 
replacement  allowed  a  less  chance  of  disturbance  of  the 
bulk  of  the  lung,  with  consequent  liaeniorrliage.  An  un- 
complicated case  is  tit  to  travel,  we  .judge,  about  tlie 
thirteenth  or  fourteenth  day.  The  possibility  of  seasick- 
ness  and  vomiting   is  the  chief   reason  against  allowing 
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cases  to  travel  at  an  earlier  date,  as  the  repair  of  the  lung 
wound  seems  to  be  relatively  slow. 

With  shell  wounds  of  the  lung,  and  in  cases  where  the 
foreign  body  remains  in  the  chest  cavity,  no  set  method  of 
treatment  is  possible.  The  .r  rays  and  the  fluoroscopic 
.screen  are  used  to  the  fullest  extent  in  all  these  cases;  a 
certain  small  percentage  of  patients  with  fondgn  body  are 
found  amenable  to  early  operation  with  removal.  The 
relative  infrequency  of  infection  of  the  pleural  blood  is 
remarkable.  I  have  personally  seen  only  two  cases  of  gas 
infection  of  the  pleural  blood,  both  of  which  recovered.  A. 
luimber  of  other  infectious  by  large  bacilli,  which  might 
have  been  gas  bacilli,  but  were  not  certainly  so,  have  been 
treated  as  empyema  and  drained,  and,  so  far  as  we  know, 
with  recovery  in  all  cases. 

In  a  winter  such  as  1916-17,  there  was  a  great  preva- 
lence of  infection  of  the  respiratory  tract,  including 
pneumonia,  but  it  is  remarkable  how  little  prevalent 
lobar  pneumonia  has  been.  Severe  cases  of  bronchitis, 
tracheitis,  and  laryngitis  are  common,  and  loss  of  the 
speaking  voice  is  very  often  seen.  It  is  difficult  to 
distinguish  mild  bronchopneumonia  from  severe  cases  of 
bronchitis,  and  the  jiresence  of  pueumococcus  is  in  no 
sense  diagnostic,  as  most  cases  show  it  to  be  present.  The 
diagnosis  has  to  be  made  on  clinical  grounds,  and  mosC 
frequently  a  high  degree  of  physical  disturbance,  con- 
tinued high  fever,  and  the  ])rescncc  of  blood  streaks,  blood 
or  rose  colour  in  the  sputiiiii,  is  used  to  determine  the 
diagnosis  in  favour  of  brouclioi>ncumonia. 

A  tendency  to  extension  of  the  disease  from  one  part  of 
the  lung  to  another  at  different  times  in  the  course  of  the 
malady  is  remarkable,  so  that  sometimes  patients  are  ill 
for  weeks,  with  apparent  extensions  of  the  disease  ;  the 
final  chart  of  such  a  patient  looks  like  a  typhoid  fever 
chart ;  so  true  is  this,  that  in  many  cases  we  have  been 
compelled  to  make  agglutination  tests  for  typhoid  and 
)iaratyphoid  fever,  with  almost  constantly  negative  results. 
The  absence  of  sunny,  clear  weather  in  winter  in  the 
northern  parts  of  France  seems  to  be  responsible  for  the 
slow  convalescence  of  many  patients  suffering  from  disease 
of  the  respiratory  tract. 

2.  Continued  Fevers  (or  "  P.V.O."  Cases). 
Consideriug  the  cases  of  continued  fever  (or  "pyrexia 
of  unknown  origin  ")  coming  to  the  hospital,  it  becomes 
necessary  to  divide  them  into  the  constituent  diseases — 
namely,  typhoid  and  paratyphoid  fevers,  so-called  trench 
fever,  and  other  less  specific  infections.  Siuce  the  whole 
army  is  inoculated,  the  clinician  is  no  longer  able  to 
determine  on  clinical  grounds  whether  a  case  of  continued 
fever  be  typhoid,  paratyphoid,  or  another.  The  classical 
signs  of  enlarged  palpable  spleen,  rose  spots,  etc.,  arc  too 
often  absent.  A  dirty  tongue  implies  gastro-iutestinal  dis- 
turbances but  is  in  no  wise  specific.  The  old-fashioned 
AVidal  test  is  u.seless  because  it  is  positive  by  reason  of 
inoculation.     It  therefore  becomes   necessary   to  make  a 
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quantitative  agglutination  test,  which  is  done  in  series; 
this  is  done  at  intervals  of  not  less  than  foui-  days,  and 
the  positive  diagnosis  of  typhoid  or  paratyphoid  "  A  "  or 
"  B  "  may  be  possible  by  observing  that  there  is  an 
agglutination  curve  and  not  a  stable  agghitination  line. 
From  this  it  will  be  inferred  that  a  diagnosis  is  sometimes 
made  by  a  quantitative  fall  in  agghitination  power  as  well 
as  by  a  rise,  the  fall  or  rise  de|)ending  upon  tlic  phase  in 
agglutination  power  which  the  blood  shows  at  the  time  it  is 
taken.  No  longer  is  the  typical  typhoid  temperature  chart 
to  be  seen.  Regular,  more  or  less  continued  fever,  or  even 
an  acutely  relapsing  fever  is  to  be  seen  ;  patients  belonging 
to  this  group  show  very  frequently  myalgic  pains,  pains  in 
the  neclv,  pains  in  the  thighs,  pains  in  the  shin  bones,  so 
that  a  diagnosis  of  the  so-called  trench  fever  upon  clinical 
grounds  becomes  as  diflicult  as  a  diagnosis  of  typhoid  and 
paratyphoid  fever.  All  the  cases  admitted  into  one  base 
hospital  during  a  certain  period  last  winter  with  the  pro- 
visional diagnosis  of  pyrexia  of  unknown  origin — that  is  to 
say,  cases  which  were  clinically  transient  pyrexias  with 
no  symptoms  beyond  the  elevation  of  temperature  and 
malaise — were  examined  bacteriologically,  and  it  was 
demonstrated  that  68  ])er  cent,  were  typhoid  or  para- 
typhoid, lilood  cultures  and  examinations  of  the  stools 
for  tj'phoid  and  paratyphoid  fever  were  singularly  use- 
less. During  the  winter  150  cases  suspected  of  typhoid 
or  paratyphoid,  whose  stools  were  examined  three  times 
in  succession,  gave  no  positive  result  on  any  occasion. 

3.  Methods  of  LocaUzinij  Forcii/ii  Bodies. 

A  large  jiercentage  of  the  work  done  in  an  operating 
room  of  a  base  hosiiital  in  war  time  consists  in  the  re- 
moval of  foreign  bodies.  It  is  essential  that  this  should 
be  done  with  the  least  possible  amount  of  traumatism,  and 
this  means  that  the  jiosition  of  the  foreign  body  should  be 
definitely  known  before  the  operator  begins  to  work.  The 
localization  of  these  foreign  bodies  becomes  therefore 
almost  an  art  in  itself,  and  the  development  of  that  art — if 
one  may  so  call  it — in  the  course  of  this  war  would  be  per- 
fectly amazing  to  a  civil  surgeon.  It  is  proposed,  therefore, 
to  give  as  briefly  as  possible  an  account  of  the  different 
metliods  used  to  locate  accurately  any  foreign  body. 

For  foreign  bodies  of  known  dimensions — for  example, 
rifle  bullets  and  shrapnel  balls — a  Canadian  radiographer, 
Captain  A.  Howard  Pirie,  has  dcvi.sed  a  very  ingenious 
scale,  based  upon  the  fact  that  the  shadow  of  the  foreign 
body  increases  in  size  as  the  plate  is  removed  farther 
from  the  body.  Suppose,  then,  the  plate  to  bo  in  contact 
with  the  skin,  all  that  one  has  to  do  is  to  measure'  the 
size  of  the  skiagram  of  the  foreign  body,  and  compare  it 
with  the  scale,  which  will  at  once  indicate  the  depth  from 
the  skin  surface  of  the  foreign  body.  A  reference  to  the 
cross  section  atlas  will  then  at  once  give  one  the  position 
of  the  foreign  body. 

The  Mackenzie  Davidson  method,  by  triangulation,  of 
localizing  the  depth  of  a  foreign  body  from  a  mark,  placed 
previously  upon  the  skin,  is  in  constant  use  for  all  foreign 
bodies,  such  as  pieces  of  shell,  which  are  of  unknown  size. 

If  there  is  reason  to  believe,  after  measuring  the  depth 
of  the  foreigu  body  and  comparing  it  with  the  atlas,  that 
the  foreign  body  is  in  the  thorax  or  the  abdomen,  a  stereo- 
scopic view  is  then  taken  and  the  location  of  the  body  is 
easily  determined  by  looking  into  the  adjustable  stereo- 
scopic apparatus. 

As  aids  in  the  operating-room,  we  place  first  the  large 
electro-magnet  bearing  the  name  of  Bergonie  of  Pans.  Hy 
its  use  can  be  determined  the  exact  position  of  all  electro- 
magnetic substances,  and,  fortunately,  (iorman  bullets  are 
electro-magnetic,  whilst  the  I'^nglisli  and  French  bullets 
arc  not.  •  Even  when  these  bodies  are  deeply  situated,  and 
their  vibration  cannot  readily  be  made  out  by  the  hand,  it 
can  easily  be  heard  by  the  stethoscope,  placed  on  the  skin 
opposite  the  electro- magnet.  A  sound,  very  like  a  steam- 
boat whistle,  indicates  the  nearest  point  to  the  foreign 
body,  and  the  skin  is  marked  at  that  point.  In  the  case  of 
nouiuagiietic  foreign  bodies,  such  as  lead,  brass,  and 
nickel,  or  in  the  case  where  a  magnetic  foreign  body  is 
embedded  in  bone,  and  therefore  cannot  vibrate,  we  have 
recourse  to  the  use  of  the  telephone  probe  or,  rather, 
forct;ps.  This  is  of  great  assistance  in  locating  the  foreign 
body,  either  in  tlu^  soft  tissues  or  in  the  bone,  and  enables 
ns  to  extract  it  with  a  minimum  of  damage  to  the  tissues. 


In  other  cases,  again,  when  the  foreign  body  will  not 
vibrate,  or  has  possibly  changed  its  position  in  the  soft 
parts  since  the  y-ray  picture  was  taken  (and  this  is  notablj 
so  with  foreign  bodies  in  joints),  wo  operate  under  the 
fluoroscopic  screen. 

It  should  be  borne  in  mind  that  practically  all  the 
stationary  and  general  hospitals  sent  by  Canada  have  come 
from  the  medical  faculties  of  the  universities.  A  list  of 
these  it  would  not  at  the  present  juncture  be  wise  perhaps 
to  publish,  but  the  fact  that  each  one  includes  in  its 
personnel  the  selected  specialists  and  teachers  in  all 
branches  of  medicine  and  surgerj'  from  every  medical 
faculty  in  the  country,  ensured  from  the  outset  a  very 
high  standard  of  professional  etliciency.  In  addition, 
effective  military  administration  has  in  most  cases  been 
secured,  as  in  most  of  the  universities  there  were 
medical  nieu  of  military  experience,  both  in  the  militia 
and  in  the  South  African  war,  and  in  the  Canadian 
l")erinanent  service. 

It  is  no  improper  divulging  of  otlieial  secrets  to  say  tliat, 
both  in  the  Mediterranean  area  and  in  I'rance,  the  highest 
army  medical  authorities  state  that  they  have  found  these 
Canadian  units  second  to  none  in  the  whole  service.  Theii 
facilities  for  good  service,  too,  are  enhanced  by  the  posses- 
sion in  several  instances  of  large  funds  subscribed  by  the 
friends  of  their  universities  at  home  for  additions  to  their 
equipment  and  supplies. 

Lahouatouy  and   ReSKAI!CII   WoiiK. 

The  third  main  tojiic  suggested  at  the  outset  of  this 
article  was  laboratory  and  research  work.  Again,  figures 
and  statistics  may  not  be  given,  and  in  any  case  could  be 
as  yet  only  partial.  But  valuable  work  has  been  done  by 
Canadian  workers,  both  in  Canadian  mobile  laboratories 
and  in  collaboration  in  ISritish  units,  in  Britain,  in  France, 
and  in  the  Mediterranean. 

An  enormous  volume  of  work  has  been  done  also  as  pari 
of  the  daily  routine  of  the  general  and  stationary  hospitals, 
which  requires  time  for  the  making  of  generalizations, 
Special  researches  of  which  one  has  heard  have  been 
made  upon  continued  fevers,  pyrexias  of  unknown  origin 
nephritis,  trench  fever,  stomatitis,  meningitis,  and  epidemic 
jaundice. 

Dental  Skkvicks. 

No  account  of  the  work  of  the  C..\.M.C.  would  be 
adequate  which  failed  to  recognize  the  good  work  of  the 
dental  otticers. 

The  dental  profession  in  Canada  is  entirely  distinct  from 
the  medical  in  respect  of  both  training  and  control. 
There  are  separate  Acts  of  Parliament  for  each  of  the 
professions  in  all  the  provinces^  It  may  be  that  these  cir- 
cumstances underlay  the  decision  of  the  late  Minister  o) 
Militia  to  establish  a  separate  Canadian  Army  Dental 
Corps.  Members  of  the  dental  corjis  are  posted  one  to 
each  field  ambulance  in  the  field,  and  to  each  casualty 
clearing  station  and  stationary  and  gen<;ral  hospital.  In 
addition,  there  is  a  corps  dental  laboratory,  where 
artificial  dentures  are  ina<le  and  repaired  with  very  little 
loss  of  time  or  delay,  such  as  was  tlie  ease  when  there 
was  no  laboratory  nearer  than  the  base  in  France.  The 
loss  of  military  time  from  dental  causes  has  been  reduced 
to  a  minimum. 

Apart  from  the  value  of  their  professional  services  to  the 
troops  at  the  front,  which  cannot  be  overstated,  the  dental 
oflicers  with  field  ambulances  take  their  full  share  ol 
military  duty  in  tlieir  units,  on  the  same  footing  as  the 
medical  oflicers,  and  have  thus  still  further  proved  theii 
indispensability. 

In  I'"ranco  the  dental  service  has  been  placed  com- 
pletely under  the  medical  service,  as  it  was  realized  that 
only  one  channel  would  be  jiermitted  for  which  a  man 
might,  for  reasons  connected  with  health,  be  allowed 
to  escape  duty.  The  ariangement  has  been  completelj 
effective  and  satisfactory  to  both  dental  and  medical 
oflicers. 

The  tlianUs  of  the  writer  arc  due  for  their  ccillaboration  in  the 
liroductioM  of  this  article  to  Mirioiis  otiicers,  and  amoiif,'  them 
Lieut. -Colonel  A.  1*.  Jiazin,  (>.('.  Canailiaii  Kiolil  Amhulduce 
liieut.-l'oloucl  V.  S.  Jj.  lM>rcl.  C.M.d.,  A.D.M.S.,  -  Caiiadmi 
Division.  IjifUt. -Colonel  .lohn  .\h;(.'ruo,  I.ient.-Culoucl  .1.  XI 
Klder,  -  Canadian  (ieiieial  Hospital.  Major  A.  C.  liaiikin 
D.D.M.S.  Staff,  Canndinii  Corps.  Major  .1.  S.  .leiikinf 
D.A.D.Jl.S.,  —  Canadian  Division. 
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